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CONTRACTION OF PARETIC EXTERNAL RECTUS MUSCLE DIMIN- 
ISHED WHEN MASSETERS ARE CONTRACTED IN ACT OF BITING. 


P. N. K. Scuwenk, M.D., F.A.C.S., anp Wm. CAMPBELL Posey, M.D., F.A.C.S 


PHILADELPHIA, PA. 


This is a clinical report of a case twenty years after severe injury ecg the cranial 


nerves, followed by regenerative changes, with a study by Dr. W. W. Watson, o 


the probable 


anatomy of the nerve tracts involved, and comments by Prof. Wm. G. Spiller on its neu- 


rologic aspects, with 5 illustrations. 


J. S., aet 34, came to the Wills Eye 
Hospital March 6, 1918, for the correc- 
tion of an ocular deformity arising 20 
years previously as the result of a se- 
vere head injury. The accident to 
which he ascribed his symptoms was 
occasioned by a fall while carrying a 
heavy gas drum, in consequence of 
which his head was caught between the 
drum and the wooden floor. He was 
sent to the Altoona Hospital and was 
unconscious for a week or ten days. 
Two months after the injury he was 
able to return to his former occupation. 

Immediately after the accident the 
patient noticed that the face was drawn 
to the right (left-sided paralysis), and 
that he could not chew with his teeth 
on the left side as well as he could on 
the right. The skin on the left side of 
the face was dead to the touch. He no- 
ticed some hardness of hearing, always 
aggravated by catching cold and occa- 
sionally had ringing in his left ear. 
Gradually the symmetry of his face was 
restored-and the. weakness observed in 
biting disappeared. Since the accident 
he has been employed at the same job 
and has been working regularly with 
only an occasional interruption for 
some minor illness. 

The interest in the case from an oph- 
thalmologic standpoint centers in the 
peculiar contraction of the left external 


rectus muscle when the masseters are 
brought into play in the act of biting 
the teeth together. As may be noted 
in the accompanying illustrations, in 
primary fixation, the right eye fixes and 
the left is markedly convergent, i. e., 
about 45°. The lid of the affected eye 
droops, and this is due, not to a paresis 
of the levator, but, as Dr. Spiller has 
suggested, to a secondary contracture 
of the orbicularis, not unusual after 
paralysis of the facialis. In monocular 
fixation and in associated movements, 
it is only possible to rotate the left eye 
outwards and slightly beyond the me- 
dian line, and the paresis of the left ex- 
ternal rectus muscle seems complete. 
Synchronous, however, with a firm con- 
contraction of the masseters, the exter- 
nal rectus regains its power, contracts 
and rotates the eye outwards almost as 
though it had regained its normal stim- 
ulation. 

We have all observed cases of asso- 
ciated movements between the eyelids 
and the eyeballs in conjunction with 
certain movements of the jaw, but all 
these were of congenital origin, and as 
far as I am aware, this case before us 
is unique in exhibiting this association 
as an acquired condition, apparently as 
the result of the head injury received 
years ago. Assuming that the phe- 
nomena could best be explained by 
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some peripheral union between the 
fifth and sixth nerves subsequent to the 
head injury, Dr. W. W. Watson kindly 
consulted anatomical authorities for us, 
and proffered the following explana- 
tion: 


1. Looking straight ahead, showing drooping of left 
eye-lid and eye convergent. 


First, that the muscles of mastica- 
tion, viz., the masseter, buccinator, and 
temporal muscles are supplied by the 
anterior and smaller division of the in- 
ferior maxillary nerve. 

That the inferior maxillary nerve is 
intimately connected with the otic gan- 
glion (motor root). 

That the otic ganglion through its 
sphenoidal filament communicates with 
the vidian nerve. 

That the vidian nerve comprises the 
large superficial petrosal nerve (a mo- 
tor branch of the facial nerve), and 
through this superficial petrosal the 
otic ganglion communicates with the 
spheno-palatine ganglion (motor). 

That the sphenopalatine (Meckel’s) 
ganglion sends an ascending branch to 
the cavernous sinus to communicate 
with the sixth nerve (Bock). 


It seems possible, therefore to estab- 
lish a communication by graphic plot- 
ting, from the inferior maxillary nerve 
through the otic ganglion, Meckel’s 
ganglion, to the sixth nerve. See 
Fig. 5. 

The case was submitted to Dr. W. G. 
Spiller, the well-known neurologist, for 
his opinion, and his letter is of such in- 
terest that we will quote it in full: 


“In regard to your patient the follow- 
ing facts seem to me of importance: 
He received a severe head injury 
twenty years ago, following which he 
bled at the left ear, nose and mouth. 
He was unconscious for ten days, but 
was not paralyzed on either side of the 
body. The paralysis of the left exter- 
nal rectus occurred immediately after 
the injury; it was therefore not a con- 
genital condition. 


2. Looking straight ahead, with masseters acting; 
convergence of left eye not so marked as 
in Figure 1 


The left facial, the left acoustic, and 
the left trigeminal were paralyzed as 
well as the left abducens. The lesion 
probably was hemorrhage at the base 
of the brain. As the abducens is more 
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in the center of the base of the skull 
than the other nerves mentioned, it 
probably was most paralyzed by the 
hemorrhage. The trigeminal is at the 
side of the pons, passes over the pet- 
rous portion of the temporal bone, and 
therefore would be less affected in 
hemorrhage. It recovered its function 
more rapidly than the other affected 
nerves, and is the oniy one in which 
complete recovery has occurred. The 
lesion could not have been within the 
pons, because if it had been here it 
surely would have caused some weak- 
ness of the opposite side of the body, 
from implication of the pyramidal 
fibers, an intramedullary lesion could 
hardly have affected the four nerves 
mentioned without being a large one, 
as the trigeminal nerve is anterior to 
the other three, and so large a lesion 


3. Looking far to the left; right eye fixing, left 
markedly convergent. 


would be likely to cause weakness at 
least, in the opposite side of the body. 
We must conclude therefore that the 
lesion was extra-medullary, and this 
conclusion is important.” 

“In the various forms of associated 


between the trigeminal and the ocular 
nerves the condition has been congen- 
ital, and the explanation of a double in- 
nervation, as for the trigeminal and the 
nucleus of the branch to the levator pal- 
pebre, is satisfactory, but in the case 
we are considering the damage to the 


4. Looking far to the left, with masseters acting. 
Convergence of left eye less marked 
than in Figure 2. 


abducens was outside of the pons, and 
it is impossible to suppose that such a 
lesion almost completely destroyed the 
conduction of voluntary innervation 
and preserved that of associated move- 
ment. No explanation offered in the 
literature for the reported cases satis- 
fies the demands of this case, the phe- 
nomenon must be dependent upon 
some arrangement peripheral to the le- 
sion.” 

“It is common to find in peripheral 
facial palsy in which only partial recov- 
ery has occurred, contracture of the 
muscles about the mouth and spas- 
modic jerking of the lower part of the 
face about the mouth on the side of the 
palsy. If one observes carefully he will 
see that this spasmodic jerking is al- 


movements reported in the literature ways in association with winking, 
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never occurs at a time when winking 
does not occur, and is an associated 
movement with the closure of the lids 
on the same side in winking. It is 
present only when there has been par- 
tial recovery, but the recovery must be 
incomplete. The explanation is that in 
regeneration some of the fibers from 
the central portion of the facial nerve 
intended for the upper branch lose their 
way and enter the lower branch, con- 
sequently the involuntary closure of 


SIXTH NERVE 


To CAVERNOUS 
Sinus 
VIDIAN 


MECKELS 


given by Dr. Watson, are in conform- 
ity with statements in books on anat- 
omy, Gray’s for example; but only in 
older editions of Gray’s is the reference 
to Bock made. Meckel’s ganglion 
sends fibers to the cavernous plexus. 
It also sends fibers through the sphe- 
noidal fissure to the orbit, but it is not 
stated that the latter fibers communi- 
cate with the abducens. The abducens 
receives fibers from the cavernous 
plexus.” 


INFERIOR MAXILLARY 


Fig. 5. Diagram of ganglia and nerve trunks to indicate association of contraction of abducens with 
contraction of masseter. The trunks and ganglia immediately in this motor tract are shown in black. 


the lids through the action of the or- 
bicularis palpebrarum sends some of 
the innervation to the lower branch 
with drawing up of the corner of the 
mouth.” 

“When the facial nerve is cut and an 
anastomosis is made between the peri- 
pheral end of the facial and the spinal 
accessory nerve, recovery results in as- 
sociated movements. Attempt to move 
the face causes movement of the shoul- 
der. This is anather example of peri- 
pheral associated movement.” 

“The anatomic connections, as 


“It is probable that the trigeminal 
nerve recovered fairly rapidly, before 
any regeneration occurred in the abdu- 
cens. Some of the fibers from the third 
division may have wandered into 
Meckel’s ganglion, and from here to the 
abducens. The route is circuitous, but 
it is largely in bony canals, and wan- 
dering nerve fibers of the trigeminal 
might take any course. As they ap- 
proached the abducens they might have 
been attracted to it. The views of Bal- 
lance and Stewart are no longer held 
in full by most investigators; but it is 
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probable that the neurilemma nuclei of 
the peripheral end of a degenerated 
nerve exert an influence on the young 
axis cylinders, growing from the cen- 
tral end. As probably no such axis cyl- 
inders were in the abducens nerve at 
the time of regeneration of the trigem- 
inal nerve, the young axis cylinders of 
the trigeminal nerve if they approached 
the abducens nerve, probably would be 
attracted to it.” 

“When the man is looking as far as 
possible to the right at the time he 
bites, the left eye moves to the left but 
not so far as when he is trying to look 
to the left when he bites. The actual 


excursion is much the same. When he 
is trying to look far to the left at the 
time he bites the pupil goes beyond the 
median line. This is against the the- 
ory of inhibition of the internal rectus 
at the time of biting. There are other 
objections to the theory of inhibition.” 

With a view to lessening the defor- 
mity occasioned by the squint, we pur- 
pose endeavoring to transfer some of 
the muscle activity from the superior 
and inferior rectus muscles by resect- 
ing some of the fibers of these muscles 
and transplanting them upon the exter- 
nal rectus muscle. 


DEEP X-RAY THERAPY IN THE TREATMENT OF TUMORS OF 


THE HYPOPHYSIS. 


CLARENCE Logs, A. M., M. D. 


CHICAGO, ILL. 


A review of previously recerded cases, with report of a case greatly benefited by this treat- 
ment, and comparison with a case relieved by operative treatment. Read before the American 
Academy of Ophthalmology and Oto-Laryngology, at Pittsburgh, October 29th, 1917. 


Hypophyseal tumors manifest them- 
selves by symptoms which are refer- 
able either to pressure, such as visual 
disturbances, or to interference with 
the endocrinal secretion, such as acro- 
megaly, or by symptoms of a more gen- 
eral character such as headaches, dizzi- 
ness, etc., which may be due to either 
pressure or secretory disturbances, or 
perhaps both. It is unnecessary to go 
into the details of these symptoms, as 
they are well known to all of you. I 
will merely mention that the character- 
istic ocular symptom is a bitemporal 
hemianopsia, caused by pressure pos- 
teriorly on the decussating fibers of the 
optic nerves. This is accompanied by 
more or less loss of central visual acuity, 
which in advanced cases causes a varia- 
tion in the typical appearance of the 
fields. It very frequently happens that 
the visual disturbances are the first to 
cause the patient to consult a physi- 
cian, and therefore the oculist may be 
the man to point to the correct diag- 
nosis. But the correct diagnosis is 


after all not the point which interests 
the patient most. What he consults us 
for is to obtain relief from distressing 
symptoms, and the question which 
arises is, “what have we to offer him 
in the form of relief or, better still, 
cure?” 

If the disease is a local manifestation 
of a constitutional condition, for exam- 
ple syphilis, we have of course the rec- 
ognized specific therapy. If, however, 
our tests for these conditions prove neg- 
ative, and if an X-ray picture shows an 
enlargement of the sella turcica, so that 
we may safely assume the presence of a 
neoplastic growth or possibly a cyst, 
medicines may alleviate or mask the 
symptoms but will not influence the 
course of the lesion. We must have re- 
course to some other form of treatment. 

Naturally the question of surgical 
intervention presents itself. This may 
be in the form of a decompression, 
which is after all merely a palliative 
measure. Or an attempt may be made 
to directly atfack and remove the tu- 
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mor. There are various methods of 
approaching the hypophysis, but the 
best is probably the route suggested 
by Dr. Toe h Beck, namely the an- 
trum-ethmoid-sphenoid route. How- 
ever, it is not my purpose to discuss the 
various surgical methods, which are 
difficult, and not devoid of danger, as 
the rather high mortality shows. Be- 
cause a method of treatment is danger- 
ous is no argument against its employ- 
ment in a condition which itse]f is more 
dangerous to function and even life, 
unless some alternative can be sug- 
gested which will accomplish results 
as good with less untoward possibili- 
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site direction, until the use of the 
X-rays was practically abandoned. 
Contributing to its neglect was the fact 
that general surgeons, such as Cushing, 
McArthur and Eiselberg, and especially 
otologists, such as McKernon, Newman 
and Beck, showed that the brain 
under proper precautions was as safe 
for operative procedures as other parts 
of the body, such as the abdomen and 
thorax, which careful asepsis and im- 
proved technic had added to the do- 
main of successful surgery. If success 
had invariably attended their efforts, 
and if it were always possible to per- 
suade the patient to submit to an oper- 
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Fig. 1. Fields of vision Mrs. H., Aug. 8, 1917. 


ties. Such an alternative I wish to 
present to you today by detailing the 
course of a case of hypophyseal tumor 
treated by deep X-ray therapy, which 
has been under my observation re- 
cently at the North Chicago Hospital. 

Radiotherapy of intracranial tumors 
is not especially new. In the furor 
which greeted the news of the discov- 
ery of the Roentgen rays, and their ex- 
ploitation as a panacea, their use in in- 
tracranial conditions could not be over- 
looked, especially as cranial surgery 
was then in its infancy. The usual 
number of marvelous results was an- 
nounced, but sober second thought and 
a more careful scrutiny of cases caused 
the pendulum to swing in the oppo- 


ation, “finis” might have been written 
to this chapter of surgery. As it is, we 
must welcome the fact that there is a 
possibility of a recrudescence of X-ray 
therapy for intracranial tumors, and 
must investigate carefully its claims to 
a place in our armamentarium. 

In 1909 Gramegna’ reported a case of 
acromegaly treated by X-rays in which 
he obtained a temporary improvement 
in the visual fields accompanied by a 
complete disappearance of the head- 
aches. In spite of treatment, however, 
the case went on to a fatal termination. 
In 1913, Béclére? reported four cases. 
The results of the treatment were as 
follows: 

(a). Disappearance of headaches, 
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dizziness, nausea and vomiting. Dis- 
tinct improvement in vision, including 
increase in the visual fields. Cessation 
of pathologic bony changes and restor- 
ation of the sexual function. The pa- 
tient passed away from the direct ob- 
servation of Béclére, but the family 
physician reported that the patient was 
in good health five years after treat- 
ment. 

(b). Improvement of visual fields, 
also central vision. However, some 
parts of the optic nerves had already 
undergone degeneration. The same 
after one year. 

(c). Increase in the visual fields 
and central vision. Impotence less. 
The same after one year. 


— ADAPTED TO - 
270 SKEEU'S SELFRECORDING PERIMETER 270 
ah RMearowits NewYork 


can be checked, but the organic lesions 
already established cannot be made to 
disappear. In the early stages of this 
form, X-ray therapy is indicated, but 
in the later, where the hyperfunction 
has given place to insufficiency of se- 
cretion, it is contraindicated. 

Other men have used the X-ray in 
the treatment of hypophyseal tumors, 
and their results have been quite satis- 
factory. 

Calamet® treated a case of typical pi- 
tuitary tumor with radiotherapy with 
only temporary improvement. The ul- 
timate outcome of the case is not given. 

Terrien*, however, reports a case of 
his own where the improvement has 
lasted four years. He also refers to a 


20" 
slo 


Fig. 2. Fields of vision, Aug. 22, 1917. 


(d). Slight increase in visual fields 
and central vision, complete disappear- 
ance of headaches. Still under obser- 
vation. 

Béclére’s conclusions are that there 
are two classes of tumors from a symp- 
tomatic standpoint. First, those where 
the symptoms are due to compression, 
especially of the optic nerves. These 
cases are the most favorable for treat- 
ment, and the X-ray is useful in all 
stages, especially the early ones before 
atrophy of the nerves has developed. 
Second, those where the symptoms are 
especially manifest in the bony skele- 
ton. In these, the abnormal growth 


case of de Lapersonne when a distinct 
improvement took place in a case of 
acromegaly with disturbances in the 
visual field, headaches and enlarge- 
ments of the sella turcica. Under ra- 
diotherapy these symptoms became 
very much ameliorated. 

My own case is as follows: 

Mrs. H., age 38, came complaining of 
headaches from which she had been 
suffering for 5 years. These varied in 
intensity but she was rarely free from 
them. In addition her sight had been 
getting bad for about the same length 
of time, and she had had many attacks 
of dizziness and nausea. When the 
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headaches first appeared, she had been 
examined for glasses on the theory 
that her headaches were ocular, but had 
been told that she did not need any. 
Since then she had not consulted a phy- 
sician. For about the same length of 
time she had noticed that there was a 
change in her appearance, viz. that she 
had been getting fatter. Her face was 
larger, her hands were larger, and there 
had been an increase in the body fat. 
However, there had been no loss of hair 
on the body, nor any decrease in sex- 
ual instinct, although her menopause 
had set in about the same time, that is 
at the age of 32, just after the birth of 
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Nasal examination.—Large inferior 
turbinates on both sides, with hyper- 
trophy of the whole mucous membrane. 
Very pronounced pyorrhea and calca- 
reous deposits with diseased teeth. 
Lips large, tongue large. Highly reac- 
tive pharynx so that the pharyngeal 
structures can not be seen. 

Examination of the eyes showed that 
the optic discs were paler than normal, 
but there was no actual atrophy. As 
the patient was illiterate and her men- 
tality was somewhat low, either be- 
cause of the disease or naturally, it was 
difficult to test her vision. However, 
it was determined to be 1/8 in each eye. 
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Fig. 3. Fields of vision, Sept. 19, 1917. 


her youngest son. She had three chil- 
dren all alive and healthy, and her fam- 
ily history was negative. There had 
been no change in her voice. There 
was no-increase in thirst. The test for 
sugar tolerance was defeated by the 
fact that the patient vomited when it 
was tried. 

The phySical examination of the pa- 
tient showed the following: Height, 5 
feet 4 inches; weight, 175 pounds. 
There is a general increase in the adi- 
pose tissue. The fingers taper. Thick 
lips and fat cheeks. Coarse features. 
Thyroid not palpable. All reflexes nor- 
mal. Physical examination of heart 
and lungs negative. Blood pressure, 


maximum 110, minimum 80. 


With a + 2. sph. lens, the central 
vision was 6/20 nearly. Taking of the 
visual fields was also difficult for the 
reasons mentioned above, and in addi- 
tion because it was difficult to compel 
the patient to keep her eyes fixed on 
the central mark. However, it can be 
seen by the fields (see Fig. 1, page 398), 
that there is a distinct loss of the tem- 
poral fields, although not a complete loss. 
In addition there is some impairment of 
the nasal fields, especially the left. An 
X-ray picture of the patient’s head in- 
dicated a decided increase in the area 
of the sella turcica as shown by the 
picture. A normal sella turcica is 
shown for comparison. Plate X. 

The patient was referred to Dr. 
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American Journal of Ophthalmology 


FIG. 4.—X-RAY PICTURE OF MRS. H. SHOWING DISTORTED SELLA TURCICA. 


FIG. 5.—X-RAY PICTURE SHOWING NORMAL SELLA TURCICA. 
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Eisen, Roentgenologist of the North 
Chicago Hospital, who carried out the 
treatment as outlined below. From 
time to time the patient reported to me 
for examination. I have never been 
able to see any change in the disc. Al- 
most from the beginning there was.an 
allevidtion of the patient’s headaches. 
They did not disappear entirely, but 
there were intervals of complete relief, 
with an occasional headache of less se- 
verity. Also she was able to sleep, 
either because of relief from pain, or 
improvement in her general condition. 
A field of vision taken August 8th 
showed practically normal nasal fields, 
but practically no change in the tem- 
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Fig. 6. 


poral. Vision had increased to about 
1/6 in each eye. 

On August 22, the patient came to 
be examined in a very cheerful mood. 
She had been free from headaches for 
about two weeks except for a slight one 
the day before. Also she stated that 
she had been sleeping well, and that her 
sight was much better. The vision in 
each eye was 6/30. The visual fields 
showed an astonishing improvement. 
The right showed a normal nasal field 
with improvement upward and slightly 
downward. The left showed some loss 
in the nasal field, but temporal field of 
about 2/3 normal extent. However, 
there is a scotoma of considerable size 
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downward and outwards, and a small 
one upwards and outwards. 

On September 5, vision was 6/30 +. 
As it was a dark day, taking of the 
visual fields was postponed to the fol- 
lowing day, but the patient did not re- 
turn until September 19. She had no 
treatment for a week, and stated that 
she felt much worse for the last five 
days. Her headaches had returned, 
and her sight had grown worse. The 
vision was only 1/6,and the visual fields 
were about the same as at the time of 
her first visit. On October 3, patient 


stated she still had occasional headache 
and some nausea, but her vision had in- 
creased to 1/4. 
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Fields of vision, Oct. 17, 1917. 


October 8. Patient feels better, no 
headache. October 17. General con- 
dition still improving. Vision —1/4 
in each eye. Visual field shows some 
improvement over the last time. Discs, 
unchanged. On the whole the im- 
provement from an ocular standpoint 
has not kept pace with the improve- 
ment in headache and general feeling. 

The treatment in this case is summar- 
ized as follows: 

The places where the rays were ap- 
plied were those closest to the hypo- 
physis, i. e. over the right and left tem- 
ple, right and left antrum, and nose. 
Between the tube and skin, an alumi- 
num plate of one millimeter thickness 
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was interposed. The purpose of this 
was to cut out more of the “soft” rays, 
i. e. those of longer length, and concen- 
trate the “hard” rays i. e. those of 
shorter wave length, which are less 
easily absorbed by the tissues overlying 
the hypophysis. 

The applications were made until an 
erythem1 dose had been given, that is 
a dose sufficient to produce a slight red- 
ness of the skin. In the beginning this 
was given in four applications of five 
minutes each, in ten days to each 
area, covering the five mentioned 
areas in  seven- weeks. Lately 
the amount given is one-fifth less or 


20" 300 


volts, 3% amperes in primary, with 
mercury interrupter of 1,800 revolu- 
tions per minute; the tubes, water 
cooled and measuring twenty-seven 
inches from anode to kathode, and 
twelve inches from kathode to auto- 
matic “Queen” reducer. 

In contrast to this case, I should like 
to mention the result in a case of cyst 
of the hypophysis, which I recently 
saw. The symptoms date from the age 
of 13, some 23 years ago, and consist 
of visual disturbances, lack of ambi- 
tion, heavy smoking and drinking, 
headaches; skeletal, skin, and adipose 
changes. Vision decreased to complete 
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Fig. 7. Fields of vision in case of Dr. Jos. Beck be fore operation. 


four minutes, reaching an erythema dose 
in two weeks, or ten weeks for all five 
areas. The reason for this reduction is 
a clincal one, namely the patient com- 
plained of nausea, dizziness, and pros- 
tration on the evening following the 
treatment. With the present amount 
these symptoms do not appear. 

The skin-focus distance was eight 
inches. The equivalent spark gap of 
the tube varied from nine to fourteen 
inches, usually eleven inches. From 
3/5 milliamperes to 1 4/5 milliamperes 
were passed for four to six minutes, 
producing in each treatment three to 
seven milliampere-minutes. In all the 
patient has received 10 erythema doses. 
The generator is a 16-inch coil with 110 


blindness in the right eye; with com- 
plete loss of the left temporal field, con- 
tracted left nasal field and great loss of 
central vision. Optic disc showed 
atrophy, and the X-ray picture showed 
enlargement of the sella turcica. An 
operation by Dr. Jos. Beck revealed 
the presence of a cyst of the hypophy- 
sis, which was opened and drained. Re- 
covery was uneventful. Now, three 
years later, the patient presents himself 
with cure of headache, etc. The skel- 
etal changes have persisted but have 
not increased. Disc pale. Vision: 
Right eye light perception, but inabil- 
ity to project. L. E. 1/10, no increase 
with lenses. The visual field for the 
left eye showed almost complete loss 
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of the temporal field, but an increase in 
the nasal field to almost normal. The 
patient felt well, had good mentality, 
and on the whole was in a very satis- 
factory condition, considering how far 
the disease had progressed before the 
operation. 

In conclusion, permit me to compare 
the relative merits of the surgical and 
X-ray treatments. Access to X-ray ap- 
paratus is as a rule easy, whereas oper- 
ators able to attack the hypophysis re- 
gion are not so very numerous. The 
patient, unless otherwise incapacitated 
is able to perform his daily occupation 
while under X-ray treatment. Patients 
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and this has been known to last for 
four years or more. Whether that 
means a cure can of course only be 
proven by a post-mortem. Decompres- 
sion operations can do no better than 
that. Removal of the tumor may mean 
permanent cure, but this can always be 
held as a last resort in case the X-ray 
treatment fails. It seems to me that 
the logical course is first to try whether 
or not the X-ray treatment will prove 
of benefit. If the symptoms persist for 
a reasonable length of time, or if they 
become aggravated, then an operation 
becomes necessary, and this should be 
a direct attempt to remove the tumor 
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who refuse to undergo operation have 
in the X-ray a method of treatment 
which promises relief from symptoms, 


if the patient is strong enough, other- 
wise a decompression followed later by 
extirpation of the tumor. 
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VERNAL CONJUNCTIVITIS GREATLY IMPROVED BY RADIUM 
TREATMENT. 


Epwarp A. SHumway, M. D. 


PHILADELPHIA, PA. 


Report of a case under observation five years, failure of previous treatment, cure by ade- 
quate applications of radium. Review of experiences of others with this treatment. Read 
before the Section on Ophthalmology of the College of Physicians of Philadelphia, January 17, 


1918. 


Reports of the successful treatment 
of vernal conjunctivitis by applications 
of radium have been made, from time 
to time, since the element was first in- 
troduced to the medical profession, 
about 15 years ago, and I believe addi- 
tional facts are of considerable value, 
when they give promise of relief in this 
intractable condition, which at times 
resists all forms of treatment. So I 
desire to place the following case on 
record. 

F. L., an undersized boy of eleven 
years, came to the eye dispensary of 
the University Hospital, in the service 
of Dr. G. E. de Schweinitz, in Novem- 
ber, 1912, for treatment of his lids, to 
which the parents’ attention had been 
called because of their thickness, and 
because the child continually rubbed 
them, especially in warm weather. Ex- 
amination showed a very pronounced 
case of vernal conjunctivitis, of the pal- 
pebral type. The surfaces of the con- 
junctiva of both upper lids were almost 
completely covered by large flattened 
masses, with distinct pedicles, between 
and under which a probe could be 
passed. The growths were hard and 
fibrous, and showed the typical bluish- 
white film on their surface, and the lids 
were thick and heavy. The ocular con- 
junctiva had a milky appearance, but 
there was no thickening at the limbus. 
Various mild antiseptic solutions were 
employed, with but little effect, though 
the child was most comfortable when 
a solution of boric acid containing 
adrenalin was used. Some of the 


masses were excised, and the lids were 
once thoroughly rolled, but without ef- 
fect. 

In July, 1913, he was sent to the On- 
cologic Hospital, which had a supply of 
radium, and applications of radium 
were made by Dr. Wm. E. Newcomet. 


Eleven treatments of an hour’s dura- 
tion each, were given to the right eye- 
lid, the amount employed being 11 mg. 
Six applications were made daily from 
July 13 to July 18, the radium being en- 
closed in an aluminum capsule, with a 
1/10 mm. lead screen, all covered by a 
rubber cot. Five more were given daily 
between August 7 and 12. No reac- 
tions occurred, but no effect was ap- 
parently produced, except that the eye- 
lashes fell out. These subsequently 
grew again, but are still very long and 
stiff, and fewer in number than usual. 

The child attended the dispensary 
regularly at the University Hospital, 
and in July, 1915, he came with an 
abrasion of the right cornea, from rub- 
bing the eyelids. This was followed by 
an ulceration and a faint opacity, which 
is still evident. The growths at no 
time disappeared during the colder 
months, but a gradual change was 
noted, in that they seemed to coalesce 
into a smaller number of very large 
masses, some of which measured 6 to 
8 mm. in diameter. In February, 1917, 
it was decided to have radium treat- 
ment tried again, because of the suc- 
cessful results which had been reported 
by Dr. F. W. Shine in New York, and the 
boy was sent to Dr. Henry K. Pan- 
coast, at the University Hospital, who 
had control of larger quantities of ra- 
dium. The applications were made as 
follows, and I am indebted to Dr. Pan- 
coast for permission to use his records: 

February 16, 1917. Application of 
35 mg. in 1/2 mm. aluminum capsule, 
directly to the upper lid, left eye, for 
15 minutes. On February 20, a note 
was made that the eye was sore; slight 
superficial sloughing was _ present. 
March 9, no reaction remains. Condi- 
tion is somewhat improved. 
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March 9. Application of 50 mg. in 
1/mm. aluminum capsule to right up- 
per lid, 15 min. 

March 20, 35 mg. to left upper lid, 15 
min. 

April 21, 35 mg. to each lid, 15 min. 

May 15, 50 mg. to left upper lid, 15 
min. 

May 22, 35 mg. to right upper lid, 15 
min. 

June 25, 40 mg. to each upper lid, 15 
min. 

This ended the radium treatments, 
five having been made to the left and 
four to the right, in a period of four 
months. The amount varied between 
35 and 50 mg. and the time of exposure 
was 15 minutes, at each sitting. In 
November, 1917, he reported at the eye 
dispensary, and the growths were 
found to have completely disappeared. 
Except for a superficial roughening of 
the conjunctiva, due to scar tissue, the 
patient can be said to be cured, though 
he will be carefully watched for a re- 
currence during the warm weather. It 
was the most elaborate case of its type 
that I have seen, and the result ob- 
tained has been very gratifying. 

One of the earliest recorded cases of 
the use of radium in vernal conjunctivi- 
tis was by Mackenzie Davidson and 
Arnold Lawson,’ in a boy 12 years of 
age. Treatments were started in Feb., 
1906; seven applications were made 
during a period of eleven months. 
From 29 to 44 mg. of radium were em- 
ployed for about 15 minutes each time. 
The cure was complete. They noted 
that the immediate results were nil, ex- 
cept for a little redness, and some in- 
crease of photophobia and lacrimation 
for a day or two. The papules how- 
ever seemed to melt gradually away, 
without any obvious alteration in their 
contour or appearance, whilst so doing. 
The improvement in the lessening of 
the irritability of the eyes began to 
manifest itself within six weeks of the 
commencement of the _ treatment. 
There was no recurrence after a year. 
Their experience taught them to pre- 
fer a few sittings, with a large dose, to 
more frequent sittings with a weak 
dose; the length of the sitting would 


not make up for the weakness of the 
dose. 

In 1909 Shine? showed a case of 
spring catarrh which he had treated 
with radium, with a favorable result. 
Sixty mg. of radium were employed for 
a period of five minutes, and the treat- 
ment was repeated eight times during 
eight weeks. The conjunctiva became 
entirely smooth, and the patient was 
free from discomfort. 

Schnaudigel® in 1912 secured healing 
in a 16 year old girl by the use of ra- 
dium in 10 mg. doses, applied for 25-30 
minutes, in treatments which lasted 
over a period of 16 months. The pa- 
tient had been treated for five years by 
other methods without improvement. 

F. W. Shine* showed another case 
before the Academy of Medicine in 
New York, October, 1916. Three ap- 
plications of 20 mg. for 25-35 minutes, 
in intervals of two weeks, had caused 
disappearance of the growths on the lid 
treated, whereas the other lid remained 
the same. He said that he had treated 
four other cases with radium. Two 
were pronounced cured after two appli- 
cations of 60 mg. for 15 minutes; one 
case required four applications to re- 
lieve it. All the cases had been fol- 
lowed, and were doing well; he had 
never noticed any irritation or inflam- 
mation of the cornea, after the radium 
applications, the precaution being 
taken to protect it, in each instance by 
a metal disc. 

Harrison Butler’ reported two cases 
in 1917, one of which was treated with 
45 mg. of radium bromide. Two appli- 
cations of four minutes each, to the 
eyelids, were sufficient to completely 
cure the condition. The second case 
was treated with 7 mg. and five appli- 
cations, of from 8 to 15 minutes were 
necessary, before a good result was ob- 
tained. One application was made to 
a plaque situated on each side of the 
upper limbus. The cure was not so 
prompt as in the first case when the 
quantity used was larger. He quotes 
Mackenzie Davidson, who has treated 
a number of cases with radium, as fol- 
lows: “I can say that all the cases, 
without exception, which I have treated 
with radium, have been cured com- 
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pletely without leaving cicatrices; in 
some cases a certain degree of irrita- 
tion has remained, though the charac- 
teristic aspect of spring catarrh has 
never reappeared, and I consider ra- 
dium as the specific for spring catarrh.” 

Frank Allport® of Chicago has re- 
ported a number of cases successfully 
treated with X-ray, but recently writes 
that he is now having one treated with 
radium by Dr. Pusey. No report of 
the result was made in the article. 

In conclusion, therefore, I think we 
may say that radium may be consid- 
ered a very valuable aid in curing these 
cases of vernal conjunctivitis, of the 
palpebral type, which have resisted 
other treatment, and the general ex- 
perience has been that occasional ap- 
plications of large doses—preferably 
25-35 mg., for periods of 15 minutes, at 
intervals of two to four weeks are most 
efficacious, and that reactive inflamma- 


tions may be prevented by suitable 
protection of the adjoining parts. 

Since reporting the above case, three 
other patients have been placed under 
treatment with radium by Dr. Pan- 
coast, at the University Hospital. Al] 
were refractory cases, which had been 
treated elsewhere for years, and 
showed very marked development of 
the disease in the upper eyelids. The 
results will be reported later. So far 
we have not treated any of the cases 
of the limbus type. 

The method of application is to evert 
the upper lid by a pair of forceps, 
which are held to the forehead by an 
adhesive strip. The radium in a suit- 
able clamp, is then applied to the ex- 
posed conjunctiva, and watched by a 
nurse, until the expiration of the time 
of exposure directed by the physician 
in charge. 
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BLOCKING OF MACULAR ARTERIOLES AS A CAUSE OF CENTRAL 
AND PARACENTRAL SCOTOMA OF THE MACULAR BUNDLE TYPE. 
RatpuH I. Lioyp, M. D., F. A. C. S. 


BROOKLYN, N. Y. 


Report of two cases with discussion of this probable etiology and comparison of methods 


of taking the field of vision in such cases. 


The classical picture of blocking of 
the central artery of the retina is fa- 
miliar; the edema, giving the hazy 
white appearance to the retina; the 
cherry red spot at the macula; the al- 
most complete disappearance of the ar- 
teries with the later appearance of 
“blood beads” in them; dilated pupil, if 
the good eye is covered; blindness, 
coming suddenly; all of these have at- 
tracted attention. The later aspects 


of the case are not so familiar and it is 
the appearance of the disc and the 
bload vessels which gives the clue to 


what has happened and not the appear- 
ance of the retina, although there may 
be a faint cloudiness of this nerve tis- 
sue. 

If a branch of the artery is affected, 
the signs and symptoms are much the 
same but limited in area. It is surpris- 
ing to note how quickly the edema 
clears, how infrequently the “blood 
beads” come to notice; and after a 
month or two, how difficult it is to say 
what has happened unless one has fol- 
lowed the case from the early days. 
Hemorrhages sometimes occur, cer- 
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tainly in the branch obstructions. 

After a month, there may be no sign of 
trouble to the examining eye but a faint 
cloudiness and a few white dots, and 
perhaps, some changes in the contour 


Fig. 1. Field of vision in blocking of macular 
arteriole (Lloyd’s case) taken on perimeter with 
5mm. test object. 


or appearance of the affected vessel, 
but if it be a small one there is very lit- 
tle to depend upon. 

If one sees such a case late, after 
most of the resulting changes have al- 
ready taken place, it is quite a difficult 
problem because the disc changes are 
absent and the alteration in a single 
small vessel will hardly be noticeable. 
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All authorities agree that once the in- 
ner layers of the retina are deprived of 
their blood supply for a time, they are 
destroyed as far as function is con- 
cerned and a scotoma is the result. The 
outer layers seem to derive their blood 
supply from the choroidal circulation 
and are not affected as a rule in this 
type of trouble. 


The scotoma of the average block of 
a branch of the central artery is char- 
acteristically wedge shaped, as would 
be anticipated. But we are not espe- 
cially interested in this form of trouble 
but in a centrally located defect, of very 
limited area but much more serious in 
its effects as far as vision is concerned 
because near the macula. These para- 
central defects are undoubtedly noticed 
and called to our attention in most 
cases; but a peripheral vascular block of 
the same dimensions would most likely 
pass unnoticed. The fineness of the 
vessels about the disc is not the only 
reason to be considered in deciding the 
question of frequency. 

The form of the defect and its loca- 
tion will, with the history, help to de- 
cide whether the scotoma is due to a 
nerve lesion or not; because in the ab- 
sence of local signs, we must come to 
such conclusion, otherwise. The peri- 
meter is an excellent instrument to get 
the outline of the fields but is not 
adapted to accurate outlining of central 
defects and in many cases, we miss 
them entirely. The recording field of 
the usual perimeter is compressed 
about twelve times and as the travel of 


mm white. 


Peter Sgiapimetfr. 


Fig. 2. The same field taken on Campimeter, with 3mm. test object. 
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the test disc for ten degrees on the arc 
is actually about two inches, the space 
reserved for such recording is about 
1/6th inch. A ten degree scotoma is 
certainly a fair sized defect. Early in 
these cases, the fixation point is in- 
volved and any monocular device will 
fail, lacking the certainty and accuracy 
of the binocular method. 

The Haitz Charts are admirable but 
have too limited a field, covering only 
ten degrees each way from the fixation 
point. To get the blind spot (or disc 
area), the patient is supposed to look 
at the extreme side of the card but it 
has not been satisfactory. The Haitz 
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tient and examiner may be seated and 
the unavoidable motion which goes 
with the hand stereoscope is elimi- 
nated. The slate has been used on sey- 
eral cases of the type under discussion 
with results which the reader may 
judge of. 

Mr. P. uses the microscope in his 
teaching and found one day that the 
eye usually employed did not give the 
customary results. His vision tested 
out for the right, the affected eye, 15/40 
minus two letters and no improvement. 
The other eye was practically normal. 
The vitreous of the right eye contained 
a few moderately fine opacities but 
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Fig. 3. 


The same field as 1 and 2 taken on Lloyd’s Stereoscopic campimeter slate with 


14% mm. test object. 


Charts are made of paper and the ex- 
aminer must count squares in order to 
locate on the record sheet, the various 
points which go to make up the outline 
of the defect. This consumes time at 
the expense of the patient’s fixing 
power and the human eye is not habit- 
uated to remaining fixed upon one point 
long. 

The Campimeter Slate avoids these 
defects and with the wide angle of view 
the necessary area is easily included 
without color aberration, which is so 
fatal to color testing. The stereoscope 
used rests upon the table and the pa- 


there was none in the other. Direct 
ophthalmoscopy revealed a cloudy zone 
which ran in a graceful curve from the 
disc toward the macula, with the con- 
vexity downward, growing less notice- 
able as it approached the latter point 
where, to the examining eye, all was 
normal. Just short of the macula, 
there are a few white dots. The ar- 
teries of both eyes are of the silver wire 
type and the inner disc margins are 
“soft.” 

Sixteen months prior to this, the pa- 
tient had cut his right leg, posteriorly, 
upon a broken bottle while bathing at 
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one of the city beaches. This was fol- 
lowed by a prolonged and profuse sup- 
puration, which healed, leaving a leg 
which is swollen from the knee down 
and pits on pressure. This leg has been 
baked and massaged a great deal to 
lessen the swelling and pain which re- 
sults after standing for some time. He 
had also, a number of nasal polypi 
which were removed. The blur seemed 
to him to be above the object looked at 
and involving it, and the defect was 
mapped out on the slate and showed 


now just outside of the “zone of doubt.” 

Three months later his vision is 
15/15 minus a letter or two and there 
is nothing to be seen except two or 
three white dots and a very faint cloud 
near the disc. No doubt even these 
faint signs will soon disappear and as 
the artery blocked fades out or disap- 
pears in such a way that it will not at- 
tract attention, we will soon have noth- 
ing but the history and the character of 
the defect to guide an examiner who is 
not familiar with the case. 
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Fig. 4. Central scotoma for white in tobacco 


the macular area included. Five weeks 
later, the cloudy area has decreased in 
size especially toward the macula and 
there are a few white spots remaining. 
His vision has improved to 15/20 mi- 
nus four letters. The defect was again 
mapped out and the fixation point is 


ambly opia taken on campimeter with 2 mm. disc. 


After the fixation point was free, the 
defect was outlined upon the perimeter, 
the Peter Campimeter and Campimeter 
Slate and these are submitted. (Figs. 1, 
2 and 3.) If the slate record is reversed 
and turned upside down and looked at 
against a good light; the defect occu- 
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pies the exact position which the an enlarged blind spot and a small cen- 
cloudy area originally occupied when tral scotoma, both relative, and for red, 
viewed by direct ophthalmoscopy. This which merge, producing the classical 
corresponds with the area pone by oval defect including both fixation 
the Inferior Macular Artery. point and blind spot and becoming a 

The macula is said to be. without ar- defect for white, only if the patient con- 
teries, and that probably accounts for tinues his vicious habits. There is fre- 
the shape of these defects as they avoid quently a minute central absolute sco- 
the fixation point after the edema has toma for colors and sometimes for 


cleared. white, but special means are necessary 
The wavy outline is what one would to demonstrate this. 
expect if a slender vessel was occluded. In contrast with this, is the unilat- 
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Fig. 5. Field and scotoma for red in tobacco amblyopia taken on campimeter with 4mm. disc for 


field; 2mm. disc for blind spot. 


The scotoma is absolute for white and_ eral, absolute and suddenly appearing 
colors. It is almost certain to be uni- scotoma for white and colors, branch- 
lateral. ing from the blind spot and curling 

Tobacco and alcohol scotomas are about the macula. Choroidal and cho- 
bilateral and there has come to my at-  rio-retinal defects need not be dis- 
tention only one case reported as uni- cussed here because there is evident to 
lateral and that was a recurrence. The the examining eye an excellent reason 
tobacco and alcohol scotoma begins as_ for the poor vision. 
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Old tobacco and alcohol cases, which 
have gone on to the stage of a defect 
for white, do not give an outline like 
the vascular blocks of a slender vessel 
and are bilateral, although one eye is 
usually much better than the other. 
(See Fig. 4.) Old cases which have 


RE. 


Fig. 6. Field of vision in old case of probable 
blocking of mascular arteriole, taken with perimeter, 
with 5 mm. test object. 


resumed their habits when half recov- 
ered have enlarged blind spots for red 
and perhaps a minute central scotoma, 
either for red or white. (See Fig. 5.) 

Sphenoidal disease may be unilateral 
but the vision is early affected because 
the macular bundle is involved. This 
would be comparable to the early stage 


Fig. 7. 
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Peter 


of vascular block when there would be 
some evidences locally. The scotoma 
in sphenoidal disease begins with loss 
of red and green sense centrally. Every 
case of central scotoma or nerve dis- 
ease should call for sinus examination. 
The scotoma of glaucoma arching 
from the blind spot toward the fixation 
point does not in my humble opinion 
come on early. There is usually plenty 
of other evidence presented to the ex- 
amining eye and the tonometer as well. 
One other disease should always 
come to our minds when central vision 
is discussed and that is multiple scle- 
rosis. The history of vision coming 
and going suddenly with obscure nerve 
signs, at first; with a central bilateral 
scotoma later; nystagmus, slurring 
speech and involvement of hands or 
lower extremities, should clear up the 
question. The field narrows and eye 
muscles are apt to be affected, but the 
pupil usually escapes. Hereditary op- 
tic nerve disease usually begins with a 
central scotoma for colors, red; is bi- 
lateral and after the field has narrowed, 
the patient is left with an island of use- 
ful retina external to the fixing area. 
In contrast with the type of case pre- 
sented previously, is another which 
comes seven years after the blur sud- 
denly appeared. The patient complains 
of a blur before the right eye. With 
the left positively excluded, she can 
read nearly all the letters of the 15/15 
line by turning the head and viewing 
the test chart from various angles and 
taking plenty of time. The other eye 
gives a 15/10 result. The macular 
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Central portion of same field as Fig. 6 taken on campimeter with 3 mm. test object. 
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area of the affected eye is redder than 
the unaffected eye. The veins of both 
eyes have an occasional white strip 

along the border and when pressure is 
applied to the eyeball, the arteries 
jump. 

The defect was outlined upon the 
slate and the typical result obtained. 
The record obtained on the perimeter 


traits of these defects may be observed 
on this record as on the previous, and 
although a recognition of its type does 
not lead to restoration of vision, a cor- 
rect diagnosis is certainly desirable. It 
would seem reasonable to say that to 
the usually accepted conditions which 
produce central or paracentral scotoma 
—toxic neuritis, sphenoidal disease, mul- 
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Fig. 8. 


and the Peter Campimeter is also sub- 
mitted. (Fig. 8.) 

There is no minute central scotoma 
for white or colors obtained by the spe- 
cial Haitz Charts designed for testing 
this area, thus confirming the fact that 
the fixation point is fairly free. The 


Same field as Figs. 5 and 6 taken on Lloyd’s campimeter slate with 3 mm. test object. 


tiple sclerosis, hereditary neuritis, and 
glaucoma—conditions for the recognition 
of which we must exclude visible causes 
of a scotoma located near the macula or 
disc (except perhaps the glaucoma sco- 
toma), we should add Blocked Macular 
Arterioles. 


THE MAGNET EXTRACTION OF FOREIGN BODIES FROM THE 
THE EYEBALL. 


FRANK A.tport, M. D., F. A. C. S. 
CHICAGO, ILL, 
A critical review of the subject based upon me following papers which appeared in the 


British Journal of Ophthalmology, January, 1917: 


“The Removal of Foreign Bodies by 


Means of a Giant Magnet” by G. H. Pooley, F. R. C.S. of Sheffield. 2. “The Technique of the 


Haab and Small Magnets in the Extraction of Intraocular Foreign Bodies,” 
Whiting, Captain R. A. M. C., and Charles Goulden, Lieutenant, R. A. M. 


Magnet,” by T. Harrison Butler, M. D., 


Concerning “The Ring Magnet,” the 
writer has had no experience, and this 
statement is probably true of most sur- 


by Maurice H. 
C. 3. “The Ring 


Leamington, England. 


geons in this country. The enormous 
attractive power of this magnet is un- 
questioned, but the exercise of such 
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power is seldom necessary, and can 
easily become dangerous in inexperi- 
enced or careless hands. This instru- 
ment is, however, so constructed that 
its force can be graduated, so that it 
may be as mild as an ordinary hand 
magnet. It is so swung that it can 
gently encircle the patient’s head as he 
lies upon the table. Butler has 
devised some hand spatulas_ that 
he connects with the magnet and 
introduces into the eye, for the 
purpose of searching for, and with- 
drawing steel fragments. This proce- 
dure may be justified in operations per- 
formed through the cornea—where the 
steel is visible, and where accuracy of 
contact is possible. Its justifiability, 
however, in posterior chamber work, 
where the operation is done through 
the sclera, may be doubted, in spite of 
the writings of some authors. In such 
operations the steel is not visible and 
its exact location is not certain; neither 
have manipulations under ophthalro- 
scopic guidance proven successfui. 
Under such circumstances, the uncer- 
tain and experimental introduction of 
instruments, such as points, spatulas, 
scissors, etc., into the vitreous cham- 
ber, not only may carry infection, but 
may also produce undesirable or de- 
structive traumatic results. The 
writer is firmly convinced that mag- 
net points of any nature should 
never be introduced into the vitreous 
chamber any further than the lips of 
the scleral opening. If a powerful 
magnet, such as a Ring, Haab or Vic- 
tor, will not dislodge and deliver a 
steel fragment, by long patient contact 
with the scleral wound, and the violent 
and repeated switching on and off of 
the current, the writer believes it is 
better to desist and proceed no further. 
Under such circumstances the steel is 
either behind the scleral wall—where 
it will probably do no harm,—or so 
firmly embedded in the sclera as to be 
practically beyond magnetic power to 
remove, and may become covered with 
exudate and not extremely dangerous, 
or (if it is an old case) so completely 
tied down by exudative bands as to 
render its removal improbable and per- 
haps dangerous. Most cases de- 
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mand enucleation, if the steel is 
surely inside the eyeball and can- 
not be withdrawn by a magnet, but 
if the operator intends to try to save 
the eye, at all hazards, the writer be- 
lieves it would be best not to introduce 
magnet points, inside the eyeball. 
The writer does not wish to be misun- 
derstood. He believes that steel frag- 
ments should always be removed, 
where it is possible to do so without re- 
sorting to procedures that may be even 
more dangerous than to leave the steel 
in situ. He believes that intraocular 
manipulations in the vitreous chamber 
constitute such a menace, and while 
such procedures doubtless have pro- 
duced good results, it is his opinion 
that they are too dangerous to be 
adopted as a recognized feature in dif- 
ficult steel operations. 

The warning of Butler, not to forget 
that there may be more than one frag- 
ment in the eye, should not be forgot- 
ten, although such instances are ex- 
tremely rare. The writer remembers 
one case, where four small pieces were 
removed at one time. Such pieces are 
usually attracted to the magnet at the 
same time, and come out at the same 
time. It is the writer’s belief that the 
enter the eye as one piéce and brea 
up into two or more pieces after they 
are inside the eyeball. 

Whiting and Goulden, in their ar- 
ticle, lay down the sensible rule that 
either corneal or scleral wounds, after 
they are healed, should be disregarded 
in the removal operation. The oper: - 
ator should then select the most advan- 
tageous point for the incision. If, how- 
ever, the wound is still open, the ave- 
nue of entrance should be selected, 
even if it has to be somewhat enlarged. 
If the splinter has entered by way of 
the cornea, it has probably badly in- 
jured the iris and lens, and but little ad- 
ditional harm can be done in the un- 
healed case, by withdrawing it, through 
the unhealed avenue of entrance. This 
is not always true, however, for the 
writer has seen two cases where a mi- 
nute speck of steel has passed through 
the cornea, iris and lens, without pro- 
ducing a cataract or other serious dam- 
age. These steel specks were removed by 
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the scleral route and excellent results 
obtained. Other surgeons have seen 
similar cases. This naturally brings up 
the important subject as to what 
method shall be adopted in the with- 
drawal of steel fragments from the in- 
terior of the eye, or to put it more 
bluntly, shall such fragments be re- 
moved through the cornea or through 
the sclera. Whiting and Goulden still 
adhere to the teachings of Haab, who 
has always advocated the corneal route 
in almost, if not quite all, cases. It 
seems to the writer that it is time to be- 
come emancipated from such arbitrary 
rules as enunciated by Haab. No one 
holds Haab in greater respect than the 
writer, but it seems to him a great mis- 
take to insist upon drawing a foreign 
body from the vitreous chamber to the 
cornea, when it can be much more easily 
and (he believes) much more safely re- 
moved by an opening in the sclera. The 
writer advocates the following rules: 


Ist. In the recent injury, where 
wound healing has not yet occurred, 
the steel should be removed through 
the original opening, whether this is in 
the cornea or in the sclera. 

2nd. When the wound has healed, 
and the steel is in the lens, or anterior 
to the lens, it should be removed 
through the cornea. 

3rd. Where the wound has healed 
and the steel is in the vitreous cham- 
ber, it should be removed through the 
sclera. 

Concerning the first of these rules, 
where the steel is withdrawn through 
the as yet unhealed avenue of entrance, 
the writer believes that this wound will 
usually have to be enlarged, as a steel 
particle will rarely come out of a hole 
of the same size as it went in. He be- 
lieves that steel fragments usually fly 
with their long axis directed toward 
the eye and enter with such force as 
not to tear the cornea or sclera very 
much beyond the limits of their width. 
When they come out, however, they 
may emerge broadsides, or at all 
events, need a larger aperture than the 
wound of entrance. 


If the steel entered by way of the 
cornea, the parts should be placed in as 


good surgical condition as possible 
after the removal of the foreign body. 
Corneal and iris fragments should be 
smoothly cut away, and if traumatic 
cataract is present, as much of it as 
possible should be removed by gentle 
expression and irrigation. Exudates 
should be removed, either with forceps 
or by irrigation. If some collapse of 
the globe has occurred, the eye may be 
filled with warm sterile salt solution, 
as a substitute for the normal intra- 
ocular liquids. It must always be re- 
membered, however, that cases of se- 
vere steel injuries, with large lacera- 
tions, iris prolapse, partially collapsed 
globes, etc., usually proceed promptly 
to develop panophthalmitis and termi- 
nate in enucleation. In the light of ex- 
perience, the writer believes that eye- 
balls thus severely wounded are hardly 
worth a magnet operation, and are per- 
haps better enucleated at the start. 
Even if the globe is saved, it is usu- 
ally unsightly, blind and dangerous, 
and it is a grave question whether an 
enucleation, a short illness and a 
speedy return to work is not, after all, 
the best course to pursue. Of course, 
the location and extent of the injury 
will play a conspicuous part in the ad- 
vice given, as will also the hope that 
perhaps some sight may be saved, or 
at least that a presentable globe may be 
salvaged out of the disaster. Besides 
this—the patient and his friends will 
have to be consulted and the surgeon 
will be compelled to recognize that 
eyes, sightless or otherwise, are pre- 
cious things and are not to be sacri- 
ficed, except as a last resort. If the, as 
yet unhealed wound, is in the sclera, 
the tear should be carefully cleaned of 
all tissue fragments after the steel has 
been removed. Salt solution may be 
injected to fill out a partially collapsed 
globe, after which the conjunctiva, but 
not the sclera, should be sutured. Whit- 
ing and Goulden advocate suturing the 
sclera, but the writer feels that this is 
a mistake because considerable force 
is necessary to suture the sclera, and 
besides this, when the sclera is sutured 
a thread is necessarily left inside the 
eyeball, which may not be aseptic, and 
certainly when it is removed, infection 
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may be drawn into the vitreous cham- 
ber. 

As has been said, Whiting and Goul- 
den strongly advocate the almost uni- 
versal removal of steel through the 
cornea, according to the teachings of 
Haab, even when the steel is in the vit- 
reous and the cornea is healed. The 
writer has already admitted the advisa- 
bility of removing steel through the 
cornea when the fragment is in the 
lens, or anterior to the lens, but he be- 
lieves that the scleral route should be 
chosen when such foreign bodies are in 
the vitreous chamber. Haab’s proce- 
dure consists, briefly, in coaxing the 
splinter along the floor of the vitreous 
chamber through the suspensary liga- 
ment, into the posterior chamber, up 
the posterior wall of the iris, through 
the pupil, down to the floor of the an- 
terior chamber and out through a cor- 
neal incision. Angling of this nature 
is not impossible; the writer has done 
it, and has seen it done, but he contends 
that it is difficult, and sometimes im- 
possible to do without serious compli- 
cations, and that the scleral route is 
much simpler and safer. As Pooley 
says in his article, Haab assumes that 
most foreign bodies are spindle shaped, 
small and smooth. The writer’s ex- 
perience is quite to the contrary, and 
so, evidently, is that of Pooley. The 
writer sees very few foreign bodies of 
this shape. Most of them are long, 
narrow and jagged, and this rough- 
ness is one of the reasons why the 
writer is so emphatically in favor of re- 
moving foreign bodies through the 
sclera, when it is possible to do so, for 
he is confident that dragging a sharp, 
pointed foreign body over the ciliary 
processes, the iris, the cornea, etc., 
must be much more dangerous than to 
remove it by the scleral route. The 
writer cannot, however, agree with 
Pooley that most of these foreign bod- 
ies turn broadside upon entering the 
eye. The writer thinks that most of 
them enter the eye in the direction of 
their long axis because most wounds 
show, by the narrowness of the aper- 
ture, that the fragment has entered the 
eye, not broadside, but in the direction 
of the long, narrow axis. 


The writer is quite willing to agree 
with Pooley, that many particles of 
steel that enter the eye come fresh 
from the fire and are more or less asep- 
tic, but it is not well to count upon 
this, and the writer certainly does not 
agree with him that it is just as well 
to wait a few days before removing 
the foreign body. The writer is quite 
confident, in his own mind, that the 
sooner foreign bodies are removed, the 
better. The mere fact that foreign 
bodies remain in the eye for a long time 
and are then removed, and the preser- 
vation of a good eye is maintained, is 
really no argument. This merely dem- 
onstrates that such things can happen. 
It does not demonstrate that it is wise 
or safe to wait any longer than is ab- 
solutely necessary before the foreign 
body is removed. 

Pooley is quite right when he says 
that it is unwise to make any effort to 
remove the foreign body before its situa- 
tion has been localized. Of course, 
cases are seen from time to time where 
the foreign body can be localized by a 
careful inspection of the eye—inside 
and out—with the ophthalmoscope, the 
transilluminator, etc., but as a rule it is 
better to have the foreign body local- 
ized so that the surgeon can know ex- 
actly where to look for it. Sweet’s and 
other localizers are extremely useful for 
exact localization, but as a rule, a good 
front view X-ray picture and a good 
profile picture enables one to localize a° 
foreign body with sufficient accuracy 
for all practical purposes, and ordinar- 
ily the time need not be taken for any 
more specific localization. Speed in re- 
moval is a decided factor in success, 
and in the preservation of eyeballs and 
sight, and the writer warmly advocates 
speed in X-ray pictures and in the sub- 
sequent removal of the foreign body. 
It stands to reason that the less time 
an eye is invaded by a piece of steel, 
which may or may not be septic, the 
greater the chance of a good result. 

The writer quite agrees with Pooley 
that we-should not use, what he terms 
a “trial pull” to ascertain the existence 
of a foreign body. Operators some- 
times diagnose a foreign body in the 
eye by means of the external applica- 
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tion of the magnet instead of depend- 
ing upon the X-ray. There can be no 
question as to the inadvisability of a 
procedure of this kind, for of course, 
when the magnet has approached the 
eye, the sharp, jagged steel is quite 
likely to be pulled up against the side 
of the eye, thus perhaps, invading the 
retina, the choroid, the ciliary pro- 
cesses, the lens, the iris, the anterior 
chamber and the cornea. The quieter 
a foreign body is kept when inside of 
the eye, the better, and it is strongly 
urged that in all suspected cases, the 
immediate use of the X-ray be resorted 
to for the diagnosis of the foreign body 
and its localization; and that this should 
be followed by its speedy withdrawal 
by the magnet. The writer cannot 
agree with Pooley in his remark that 
we should not try to remove a foreign 
body that is embedded in the choroid. 
He would certainly remove foreign 
bodies embedded in the choroid and in 
the retina, or in the sclera itself, pro- 
vided they can be broken loose by mag- 
netic power. All foreign bodies in the 
interior of the eye—wherever they may 
be—should be removed if possible. Un- 
fortunately, some foreign bodies be- 
come so deeply embedded in _ the 
sclera that we cannot swing them loose. 
Of course, in this event, we have to 
leave them, but under all other condi- 
tions, they should certainly be removed 
if possible, wherever located. 

Pooley’s rules concerning the re- 
moval of foreign bodies are worth con- 
sidering. They are as follows: 

First: If the lens is badly wounded, 
so that it must become opaque, and the 
foreign body is situated immediately 
behind it, he removes the lens and then 
the foreign body, through the cornea. 
It is to be assumed that he uses the 
original wound as the avenue of with- 
drawal. 

Second: 
the lens is 


This rule indicates that if 
not wounded, or only 


slightly wounded, or for other reason 
it is not desirable to remove the lens, 
and the foreign body is situated behind 
the lens, he removes the foreign body 
by means of’an opening thru the con- 
junctiva and sclera. 

The writer is perfectly sure that this 


method of dealing with vitreous cham- 
ber steel particles is much safer than 
the one still advocated by Haab of 
practically removing all foreign bodies 
through the cornea. Haab’s method of 
coaxing such particles forward, by 
means of the giant magnet, sounds 
nice, and of course, it can be done, but 
I do not believe it is often done in this 
very pleasant fashion. Most of these for- 
eign bodies are drawn forward by main 
force, thru and over the ciliary pro- 
cesses, iris, etc., and out thru the cor- 
nea, leaving a trail of damages back of 
them, that are most jeopardizing to the 
safety and well being of the eye. It is 
almost inconceivable how this method 
can be considered safer than it is to 
to open the sclera, the choroid and ret- 
ina, and bring the foreign body out 
thru this route. 

Of course, there is some danger of 
detachment of the retina and of in- 
volvement of the retina and choroid in 
the scleral wound, and in some loss: of 
vitreous, infection, etc. These dangers 
must be admitted, but they seem quite 
trivial, as compared to the dangers in- 
volved in the other method of extrac- 
tion. 

Before making the scleral opening, 
the foreign body should have been lo- 
calized—either by X-ray pictures, a lo- 
calizer, or both. The conjunctiva is 
then picked up with a pair of forceps 
and a large triangular flap is made in 
the conjunctiva, with the apex pointing 
anteriorly. The opening in the sclera 
is then made with a Graefe knife. This 
is made in the direction of the course 
of the muscles, between the muscles 
and as near to the location of the for- 
eign body as possible. The scleral 
opening is made as far back as possible, 
in order to avoid the delicate structures 
in the anterior portion of the globe. 
The writer does not make a transverse 
section, as recommended in some cases 
by Pooley, as such sections encourage 
the evacuation of vitreous humor and 
the wounds do not heal as well after 
the operation. The opening is made as 
long as seems indicated, as estimated 
by the size of the foreign body, as seen 
in the X-ray pictures. A good sized 
opening is best because it is much bet- 
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ter for the foreign body to be extracted 
easily. The writer has devised two 
nonmagnetic hooks, very small in size, 
that an assistant hooks into each side 
of the scleral wound. By means of 
these hooks the wound can be gently 
retracted, or opened, which takes the 
place of the transverse incision, as rec- 
ommended by Pooley. The assistant 
holds the lips of the incision apart with 
these hooks, while the surgeon manip- 
ulates the magnet. The writer has 
used this method for years and is quite 
satisfied with it. 

An effort should be made to aim the 
point of the magnet in such a way that 
it is as nearly as possible on a line with 
the long axis of the foreign body. A 
foreign body can be much more easily 
removed in this way. If a foreign 
body, for instance, is long, and the 
magnet catches it in the middle, it 
might take an enormous opening to re- 
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move it, whereas, if we can only attract 
the foreign body in the direction of its 
long axis, it will easily come out thru 
a much smaller opening. This is a 
most important point in the removal 
of steel particles, and the writer has 
seen it demonstrated many times. 
Pooley recommends retroocular injec- 
tion of the anesthetic. This is not nec- 
essary. A holocain, cocain and adren- 
alin mixture should be dropped on the 
eye until anesthesia occurs, and then 
the conjunctival flap should be made. 
Cocain should also be dropped on the 
other eye as it enables the patient to 
keep both eyes quiet. Then cocainize 
the sclera before making the incision. 
Patients never complain of the pain of 
the incision. They only complain of 
the pain induced by the attraction of 
the foreign body for the magnet. The 
writer never sutures the sclera. He 
merely sutures the conjunctiva. 


AND STRUCTURES ACCESSORY 


THERETO. 


DELAMERE Forest HaArsrince, M. D. 


PHOENIX, ARIZONA, 


A review of recent literature with illustrative cases from the author’s personal experience. 
Read before the Los Angeles Ophthalmic Society, February 19, 1918. 


The purpose of this communication 
is to call attention to the more fre- 
quently encountered tumors of the eye. 
It, perchance, will refresh your minds 
as to the need, in certain instances, of 
greater urgency to make an early dia- 
gnosis, and to either eliminate the mass 
or remove the organ. 

All parts of the eye and its append- 
ages may be subject to invasion by new 
growths, varying widely in type and lo- 
cation. Snell reported’ in 1916 a case 
of unusual interest, in that the growth 
was a large epibulbar melanosarcoma 
occupying two-thirds of the nasal lim- 
bus, and overlying a good portion of the 
cornea. The mass had eight distinct 
lobes each supplied by a separate blood 
vessel. 

In general, we arbitrarily refer to 
growths involving the appendages and 


external parts, and to those of the in- 
traocular structures. In instances, par- 
ticularly neglected cases, all parts may 
eventually become more or less in- 
volved. Much the greater proportion 
of growths encountered are malignant, 
some more highly than others. Many 
of those which may be classed as non- 
malignant, if not treated, cause wide- 
spread destruction, largely by mechan- 
ical means. Of the external growths, a 
good portion are nonmalignant, or only 
mildly malignant, yet all should be re- 
moved as there are no means of deter- 
mining just how soon they may take on 
a malignant character. Of the intra- 
ocular types, by far the greatest per- 
centage are malignant, which of course 
demand immediate removal of the or- 
gan. 

During the past three years, there 
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have been about ninety-three papers or 
reports of tumor cases in current oph- 
thalmic literature. Fully two-thirds of 
all reported cases were malignant, 
about one-half were intraocular. One- 
third were represented by the various 
types of sarcoma, which was followed 
next in frequency by neuro-epithelioma. 
Eleven of these papers come to us from 
Japan. Komoto,? in the Nippon Gan- 
kwa Zasshi, contributes to our knowl- 
edge of primary uveal tract sarcoma 
with notes concerning one hundred 
cases. 
TUMORS EXTERNAL TO EYEBALL. 

Regarding tumors affecting the ex- 
ternal parts, both malignant and be- 
nign growths of the lids, caruncle, con- 
junctiva, cornea, sclera and orbit have 
been observed. Papillomas of the lids 
are of comparatively frequent occur- 


rence. Freytag* observed it in a child . 


aged four years, and it relapsed several 
times after excision. Angioma, lymph- 
oma, moles, epithelioma and sarcoma 
are occasionally encountered. The last 
named tumor, according to the number 
of reported cases, indicates the condi- 
tion as uncommon. About eighty to 
eighty-five cases have been collected 
by Wilmer,* Veasey,’ Alling® and de 
Schweinitz.’ 

According to Birch-Hirschfeld* most 
of the growths of the lacrimal gland are 
mixed tumors. He reports removing 
one successfully in a man aged 5/ 
years. Some years ago, at my clinic at 
the Chester Hospital, I observed sym- 
metric lymphomata of the lacrimal 
glands (Mikulicz’s disease) in a col- 
ored girl aged 17 years. Many of the 
glands of the body were palpable 
including the parotids. At the site of 
the lacrimal glands were large masses 
giving the peculiar drooping of the an- 
gles of the lids resembling the eyes of 
a bloodhound. This was the second 
case I had observed, the first being one 


which Dr. Posey showed several years * 


ago at the Wills Hospital. No cases 
were reported during 1917, but the year 
previous, Dr. Posey® reported one, in a 
colored girl, in which positive tubercu- 
lar and syphilitic reactions were ob- 
tained. However, Posey agrees with 
those observers who believe that in 


view of the fact that no specific bacte- 
ria have been discovered, the condition 
is probably chemotactic. 

Valli’® observed large papillomata of 
the limbus with invasion of the cornea, 
in three patients, aged 67 years, 56 
years, and 54 years. The masses had 
been present 10 years, 6 years, and 3 
years respectively. They were 10 x12 
mm. in extent. Excision and galvano- 
cautery were used. The papillary char- 
acter of the tumors was well marked, 
microscopically. Marchi™ described 
two interesting cases of small tumor 
developing on the pannus, in eyes af- 
fected with trachoma. The masses 
were composed of plasma cells with an 
abundance of new formed blood ves- 
sels. 

Epibulbar sarcoma, epithelioma, 
lymphoma, fibroma and dermoid cyst 
are at times observed. The last named 
growth afforded me an interesting ex- 
perience upon one occasion. The pa- 
tient, an Italian, was seen at my clinic 
at the Chester Hospital. He com- 
plained of a small swelling under the 
upper lid of the left eye. A tentative 
diagnosis of cyst, possibly dermoid, 
was made and yet, owing to the un- 
usual location, just to the nasal side of 
the median line, the question of an en- 
cephalocele was considered. The mass 
was comparatively small and easily 
compressible against the eyeball. The 
small finger was unable to detect any 
opening in the bony orbital wall in the 
frontal nasal region. Believing I was 
dealing with a small superficial cyst, 
after a few instillations of cocain, I 
proceeded to remove the same. In a 
very short time I discovered how com- 
pletely I had miscalculated the extent 
of the mass. It was necessary to 
greatly enlarge the field of operation, 
forcibly rotating the eye outward and 
downward, and carrying my dissection 
well in toward the apex of the orbit. 
Microscopic examination showed a der- 
moid cyst. 

Growths involving the external parts 
have been treated in a variety of ways. 
Some by excision, others, as in the 
cases of epibulbar epithelioma reported 
by Collins’? and also by Heckel,'* by 
the use of radium bromid. Massey“ 
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recommends zinc ionization. The gal- 
vanocautery has been used. Several 
of my cases have been treated very suc- 
cessfully according to Clark’s'® method 
of desiccation. It seems to me a 
most efficient and desirable form of 
treatment. The advantages being, bet- 
ter cosmetic effect, no hemorrhage, it 
can be repeated, and a large or small 
area can be attacked without the dan- 
ger of a contracted cicatrix. Most 
growths can be removed without an 
anesthetic, but if desirable, a local an- 
esthetic can be used. 

Abscesses, tubercular tumors, angi- 
oma, osteoma and intradural tumors 
(cystic, fibrous, or glia tissue) of the 
orbit, all produce displacement of the 
eyeball, not only forward but in most 
cases deviation from the primary posi- 
tion depending upon the location of 
the growth. Of the osteomata, the 
majority are attached at points around 
the orbital margin. In Blanco’s one 
case’® and Cirincione’s series of three 
cases’? the growths were removed with 
comparative ease, and with little dis- 
turbance except in one case of the lat- 
ter’s. In this case the bony mass prac- 
tically filled the orbit. The operation 
consisted in excavating a new orbital 
cavity. 

At the solicitation of Dr. Bakes, of 
Phoenix, I was asked in consultation 
to examine a baby girl aged nine 
months. The parents stated that when 
the baby was aged two months, they 
noticed the left.eye rather prominent. 
This gradually increased until it had 
assumed a position of great promi- 
nence. The lids did not close the fis- 
sure by several millimeters. Not any 
of the superficial vessels were en- 
gorged. The globe was directed for- 
ward, did not deviate and was not com- 
pressible. It moved in harmony with 
its fellow. The iris responded actively 
to light. The baby would direct the 
eye toward any bright object. The fun- 
dus appeared normal except, perhaps, 
moderately full veins. The radiograph 
was defective and gave no information. 
Owing to the absence of inflammatory 
Signs, the moderately slow growth, and 
position of the eye, directly forward, a 
diagnosis of intradural growth, or at 
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least a mass in the muscle cone was 
made. The character of the mass, pos- 
sibly being cystic, fibrous or composed 
of glia tissue. An opportunity to con- 
firm the diagnosis was not obtained as 
the parents refused operative interfer- 
ence. 
INTRAOCULAR TUMORS. 

The comparative infrequency of 
intraocular growths in the routine ex- 
perience of the oculist, compels one to 
turn to literature for much of his in- 
formation. In considering the subject 
of intraocular growths, particularly 
those of a malignant type, it is well for 
us to bear in mind the fact that they 
are of more than local importance, as 
they frequently establish a clew to ob- 
scure pathology in other parts of the 
body. The metastasis frequently ob- 
served in sarcoma and neuroepitheli- 
oma are good illustrations. Early dia- 
gnosis, followed by immediate opera- 
tive interference, has given to the oph- 
thalmic surgeon a greater percentage 
of recoveries and freedom from trans- 
ference to other parts of the body, than 
has been attained in general surgery. 
The reason for this is the fact, that 
early, the tumor is confined within a 
tough fibrous capsule; the sclera. 

It is the part of wisdom to remem- 
ber that an adult’s eye with a history 
of being blind, suddenly becoming in- 
flamed, hard and painful, is an object of 
serious suspicion, for frequently the 
smallest tumor can excite a glaucoma- 
tous attack. McGuire’s first case of his 
series, published the past year,’* dem- 
onstrates the importance of this obser- 
vation. His patient suffered a severe 
glaucomatous attack but, owing to the 
very hazy cornea, he was unable to 
examine the fundus. The fellow eye 
showed a large, deep suspicious cup- 
ping of the optic nerve, but no inflam- 
matory symptoms. The field was 
good. Iridectomy was performed upon 
the inflamed eye without beneficial re- 
sults. Enucleation revealed a sarcoma. 
With the exception of tubercle and 
gummatous growths, primary tumors 
of the iris and cilary body are rare. 

During the past year four reports of 
sarcoma of the iris appeared in current 
literature. Bell’® observed a primary 
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melanosarcoma of the iris, the eye was 
in the inflammatory or second stage. 
The diagnosis was confirmed micro- 
scopically, following enucleation. The 
condition is unusual. Fuchs*’ found 
primary sarcoma once in sixteen cases 
of uveal tract sarcoma. Moorfields 
Hospital Reports** showed one in one 
hundred and three cases. Fuchs sug- 
gests that if the growth is small it may 
be removed by iridectomy. This mea- 
sure seems to me to be a dangerous 
procedure, in that, owing to the open- 
ing of the blood stream tumor cells 
might invade the ciliary region. As a 
diagnostic aid it is permissible, but the 


> 


per*® could find no primary focus in his 
reported case of carcinoma of the cili- 
ary body. This is a most unusual ob- 
servation, for authorities are agreed 
that the condition is always metastatic. 
It is an interesting observation in view 
of the frequency with which cancer is 
encountered in other parts of the body, 
that even metastatic cases are rare. 
One theory in explanation of this is the 
complicated manner in which the blood 
stream enters the eye. 


SYPHILITIC TUMOR OF IRIS. 


Regarding the more frequently ob- 
served condition affecting the iris, 


Pee 


Dr. Harbridge 
Fig. 1 Field of vision, right eye, showing enlarged blind spot in case of gumma. (Fiarbridge). 


only safe thing to do is to sacrifice the 
eye. 
Brown’s case”? reported in 1916, 
which was diagnosed as glioma, proved 
upon enucleation, to be a bony tumor 
springing from the ciliary body. It 
was observed in a girl aged 18 years 
and was probably fetal in origin. Nee- 


namely, gumma or papule, the follow- 
ing case history is of interest in cer- 
tain details. D. A., aged 32, M. S., 
first observed December 26, 1917. In- 
itial lesion early in June, 1917. In Oc- 
tober he had an attack of iritis, first in 
one eye then in its fellow. Subsequent 
to this inflammation the eyes appar- 
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ently became quiet and remained so, 
until December 20th, at which time the 
left became painful. 

Examination showed right pupil di- 
lated, kidney shape, synechiae and sev- 


‘eral pigment spots on the anterior cap- 


sule. Left pupil under atropin dilated 
poorly. To the temporal side there 
was a broad bandlike attachment be- 
tween the iris and the anterior capsule, 
the pigment border of the iris being 
free. Overlying this and placed rather 


severe temple pain. I do not remem- 
ber ever having seen a patient suffer 
so acutely as he did for the next three 
days. The entire temple region was 
suffused with blood, the superficial ves- 
sels standing out prominently. With 
the artificial leech 2 to 2% ounces of 
blood were withdrawn, % gr. doses of 
morphin were administered hypoder- 
mically 5 or 6 times the first 12 hours. 
Subsequent to this attack the mass be- 
gan to lessen in size, and at the end of 


2 
480- 


Fig. 2. Field of vision, left eye, showing enlarged blind spot in case of gumma (Harbridge). 


more on the ciliary zone side of the 
lesser circle, was a yellowish brown 
mass, apparently pushing up from the 
crypts in the stroma of the iris. -De- 
posits in Descemet’s membrane were 
discrete, disc shape areas, larger, 
denser and not so numerous as in the 
usual type. The mass, about 3x4 mm. 
in extent, apparently sprang from near 
the center of the iris. It was single. 
Two weeks after having been first 
observed, the mass being perhaps a 
trifle larger, the patient developed a 


a month, practically disappeared, leav- 
ing a small area in which the pigment 
of the iris was absorbed and scarred. 
Two doses of salvarsan, K. I., mercu- 
rial ointment, and atropia were the 
remedies used. 

I am inclined to believe this tumor 
mass partook more of the nature of 
true gumma rather than a late papule. 
There are features in favor of either 
view. It is quite common to refer to 
any elevation in the iris in syphilitic 
cases as a gumma, but it seems to me 
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the term should be reserved for the 
later and papule for the early stages. 
Papules usually occur early; Santos 
Fernandez” observed it as early as one 
month and as late as 4 years after the 
initial lesion. It is, as a rule, multiple, 
most frequently occupying the pupil- 
lary border, occasionally the periphery 
and much less frequently the lesser cir- 
cle region. True gumma, which is far 
less common, is in many instances a 
much more serious matter. It occurs 
as one large mass, usually at the tem- 
poral side, at the periphery of the iris; 
but has been observed in the lesser cir- 
cle region. It leaves a minute scar and 
pigment absorption which remains. 
The adhesion to the anterior capsule is 
a broad bandlike rather than a pigment 


spotlike attachment. It is an indica- - 


tion of a more virulent type of infection 
and foreshadows later certain nervous 
disturbances. The greatly enlarged 
blind spot in the visual fields of this 
patient may be a forerunner of a con- 
firmation of this opinion. 


SARCOMA OF CHOROID. 


Doubtless a diagnosis of intraocular 
tumor of the deeper structures, in many 
cases, is never made, or at least only 
accidentally, as in Ramsay’s third 
case,”> following an injury. The eye 
was removed, believing there was pres- 
ent a detached retina. Examination 
showed a spindle-celled sarcoma. The 
order of frequency of occurrence of tu- 
mors of the choroid and retina is sar- 
coma, neuroepithelioma, and cancer, 
the latter being quite rare, and, as we 
stated, always metastatic. The two 
former are usually primary and very 
prone to metastasize to other parts of 
the body. 

The four stages of these growths are, 
invasion and detachment of the retina, 
inflammation and increased tension, 
rupture of the globe and the stage of 
metastasis. Regarding the increased 
tension, some authors make the state- 
ment that it is purely mechanical, ow- 
ing to the increase in size of the mass. 
This hardly accounts for all glaucoma- 
tous attacks, for many cases are on rec- 
ord in which the growth was very 
small. A much more tenable explana- 


tion seems to me to be the theory of 
increased serous outpouring and the 
blocking of proper drainage, together 
with the location of the mass. 

The striking feature in Jackson’s re- 
cently reported case*® of sarcoma of- 
the choroid was its duration—over 
fourteen years from the time sight 
was noticeably impaired and two and 
a half after glaucomatous symptoms 
had arisen, until the eye was enucle- 
ated. Nettleship?’ reported a case of 
twenty-four years’ duration. In Kipps’ 
cases** the eye was enucleated twenty- 
two years after it was first advised. 

This is in striking contrast with a case 
which I recently observed, but did not 
treat. In view of the above reports, I 
have wondered what influence, if any, 
the treatment had. The parents of a 
girl aged 10 years stated that they had 
observed that the iris to the nasal side 
seemed pushed forward during the pre- 
vious few weeks. Examination. Vi- 
sion 6/6 T. N., perforating vessels 
slightly engorged. The iris to the na- 
sal side was bowed forward. By ob- 
lique illumination, well under cover of 
the iris, was a small mass, giving a 
greenish reflex. Despite a negative 
Wassermann, three or four doses of 
salvarsan were administered, upon the 
advice of the family physician who had 
treated the father for syphilis 12 years 
before. Tuberculin was administered 
for diagnostic purposes. Under the 
belief that both a general and local re- 
action was obtained, repeated doses of 
a considerable amount of O. T. were 
administered every three or four days 
for possibly three weeks. Within six 
weeks the mass had grown to very 
great size, pushing well over to the me- 
dian line of the eye. Early glaucoma- 
tous symptoms developing, the eye was 
enucleated. Microscopic examination 
showed sarcoma. 

In view of Jackson’s paper intimat- 
ing the long duration of sarcoma, I 
have wondered what influence, if any, 
the administration of tuberculin may 
have had in the matter of stimulating 
the growth to greater activity. In this 
connection it is interesting to note Hi- 
ram Woods’ recently published experi- 
ence with tuberculin® in the treatment 
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of choroiditis, in which the condition 
was greatly aggravated. 
GLIOMA OF RETINA. 

Neuroepithelioma, or glioma, is not 
without interest. During the past year 
six contributions to literature have 
heen made. In Ring’s reported case* 
interest centers in the fact of the great 
size, 20 inches in circumference, of the 
recurrent mass. The mass was re- 
moved by the bipolar d’Arsonval cur- 
rent using a chain snare. The opera- 
tion was done in two stages, followed 
by Roentgen rays. The child lived five 
months. Metastases occurred in the 
region of the 8th and 9th vertebrae. 

Taylor and Fleming’s case™ is of 
interest, not only owing to-its being bi- 
lateral, but because of the metastatic 
findings in the brain and meninges, 
vertebrae, mesenteric glands and ova- 
ries. Berrisford*? in 1916 in his statis- 
tical report of the Royal London Oph- 
thalmic Hospital, found that bilateral 
neuroepithelioma occurred in 14.6% of 
cases. Wintersteiner’s observations* 
were that about 25% occurred. Grif- 
fith** found upon examining literature, 
a record of eight histories of trans- 
mitted neuroepithelioma. His own ob- 
servation is of two families in which 
the tumor was transmitted by the 
mother. In the first family the mother 
lost one eye, and out of six living chil- 
dren, four had bilateral growths, while 
one lost one eye and one escaped. In 
the second family, the mother lost one 
eye, and of three living children, in one 
the growth was bilateral, and in two 
unilateral. 

Bilateral neuroepithelioma is _pri- 
mary in each eye and is not transmitted 
from one organ to the other. The 
growth starts from the two granular 
layers of the retina. The exophytum 
usually begins as minute nodes spread- 
ing along the subretinal space forming 
a mound like deposit. The endophy- 
tum shows protrusion of the whole 
mass with a rather irregular surface 
toward the vitreous. Neuroepithelioma 
has been observed shortly after birth 
and as late as the third year. Two- 
thirds of the cases occur before the 


third year. It is interesting to note 
that statistical reports from Moorfields 
during five years showed that seven out 
of twenty-four eyes enucleated proved 
to be pseudogrowths. In true tumor 
cases, the tension is plus, in pseudo- 
growths it is minus; yet in Sidney Ste- 
phenson’s_ case,** which proved a 
pseudotumor, the tension was plus one. 

The specimen presented is that of 
neuroepithelioma. The eye was re- 
moved by Dr. Brownfield, of Phoenix, 
from a little girl, aged two years. The 
parents stated that they had not no- 
ticed anything particularly wrong with 
the eye, and yet it did not seem to have 
the same appearance as its fellow. 
When Dr. Brownfield explained the na- 
ture of the disturbance and the neces- 
sity of immediate removal of the eye, 
the parents were very much shocked. 
They consulted several oculists in 
Phoenix and two or three in Los An- 
geles. These consultations were all 
confirmatory. Dr. Watkins, of Phoe- 
nix, also confirmed the diagnosis mi- 
croscopically. A piece of the optic 
nerve was examined and showed no 
pathologic changes. Time, of course, 
is the only thing that will determine 
how successful the operation will prove 
in preventing recurrence and preserv- 
ing life. 

Thirteen percent of cases survive. 
Regarding this matter, observations 
differ widely. Adams’ published re- 
port® in 1916 showed 54% well after 
three years, while Wintersteiner found 
only 16%. If a patient lives for ovér 
three years after the operation, it is 
considered safe. Yet recurrences have 
been noted as remote as five and a half 
years, and as early as one month after 
enucleation. Retrogression of the 
growth was observed by Meller*? and 
also Purtscher.** A point of great im- 
portance, however, is to remove as long 
a piece of the nerve as possible, and 
have it examined microscopically. If 
any evidence of changes are present a 
complete exenteration is indicated. 
The case is more favorable if the 
growth has not passed beyond the lam- 
ina cribrosa. 
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NOTES, CASES AND INSTRUMENTS 


In this department will be published brief reports of cases, descriptions of new instruments, 
snd notes or suggestions of interest to workers on ophthalmology. 


CYSTIC BRAIN TUMOR WITH 
PAPILLEDEMA. AUTOPSY 
FINDINGS. 

GEORGE F. Lippy, M. D., D. Orn. 
DENVER, COLORADO, 


A youth in his eighteenth year was 
referred to me by Dr. M. Kleiner, for 


ophthalmic examination, October 16, . 


1917. The patient complained of daily 
headache, extending from the eyes to 
the occiput, associated with some nau- 
sea and occasional vomiting. There 


was a history of prolonged treatment, 


with large doses of the bromides, for 
Grand Mal. Dr. Kleiner’s diagnosis 
was Petit Mal. The patient was well 
nourished but defective mentally. He 
had been able to acquire a fair educa- 
tion, was of gentle disposition, but his 
mental action and speech were slow 
and hesitating. Correction of hyper- 
opic astigmatism of moderate degree 
gave normal vision in the right eye, and 
about 5/8 in the left. : 

The ophthalmoscope showed clear 
media, normal retina, and the following 
appearance of the optic nerve heads :-— 
discs irregular in shape, margins ob- 
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scure, glistening white deposits which 
obscured the physiologic cups as well 
as the lamina cribrosa, and opaque 
nerve fibres extending outward slightly 
from the borders of the discs. These 
nerve changes impressed the examiner 
as being congenital. The pupil reflexes 
were normal. On account of the pa- 
tient’s defective mentality the fields for 
form and color were not taken. 


About November 15th the patient 
kept his bed, being markedly somno- 
lent and lethargic, but recognizing 
friends on being aroused. There was 
slight vomiting. The pupil of the right 
eye suddenly dilated and the vision of 
this eye was found greatly reduced. 
The cutaneous and cremasteric reflexes 
and Kernig’s and Babinski’s signs were 
always present, the patellar reflex ab- 
sent at times. There was also rigidity 
of the cervical muscles. But there was 
no delirium, fever (temperature con- 
stantly subnormal ), headache or muscu- 
lar paralyses. Thus, many signs of 
meningitis were present, and others 
absent. On the other hand, while a 
beginning optic neuritis suggested both 
meningitis and brain tumor, yet there 
were no localizing signs of cerebral 
pressure. Past and present tuberculo- 
sis, syphilis, and nephritis were ex- 
cluded. 


On November 19th an examination 


‘at Mercy Hospital showed widely di- 


lated pupils with feeble reaction to 
light or convergence. Distinct optic 
neuritis had «developed, the papilla be- 
ing edematous and hyperemic, the disc 
outlines being lost in edema of the ad- 
joining retina at some points (espe- 


-cially the upper temporal quadrants), 


with moderate swelling of the nerve 
head. No further retinal edema or 
hemorrhages were observed. The vi- 
sion was reduced to barely recognizing 
faces. 

Re-examination on November 23rd 
presented pupils dilated ad maximum, 
an immobile iris, and vision of count- 
ing fingers only. The nerve head was 
grayish white and slightly more swol- 
len. The retina showed no involve- 
ment except in the immediate vicinity 


of the disc. Its veins were somewhat 
dilated but not especially tortuous, the 
arteries were of normal caliber or 
slightly contracted. 

Soon after talking with his parents, 
on November 25th, the patient’s res- 
piration apparently ceased, and could 
not be restored; although the heart 
continued to beat for 2% hours, when 
death occurred. 

The reports of the examination of the 
spinal fluid, on November 14th, and of 
the autopsy on November 26th, 1917, 
by Dr. Philip Hillkowitz, are as fol- 
lows: (1) Cell count, 7. Globulin, 
faint opalescence. Wassermann reac- 
tion, negative. 

(2) Autopsy limited to the head. On 
the median side of the inferior horn of 
the lateral ventricle on the right hemi- 
sphere is found an area of softening 
about 5 cm. in diameter and one cm. 
in thickness, of a gelatinous consist- 
ency. Parts of the wall are yellow in 
color and other parts streaked with 
blood. 


The softened area from the wall of 
the cyst is about the size of a hen’s 
egg, apparently connecting with the 
ventricle, the floor of which is situated 
in the lower temporal lobe about 1 cm. 
from the surface. 


Contents of the cyst: a straw-colored 
fluid. The rest of the brain shows no 
deviation from the normal. The cyst 
seems to have been, partly at least, a 
result of the softening. 


Parsons says: “The chief cause of 
papilledema is the presence within the 
cranium of some adventitious material, 
which may be solid or fluid. * * * 
Clinically the form of adventitious de- 
posit which most frequently gives rise 
to choked disc, is tumor of the brain.” 
Gowers and many other authorities 
agree with this; but an observer as 
careful and experienced as R. Greeff is 
inclined to give precedence to the va- 
rious forms of meningitis. It has been 
shown that youth is much more liable 
to develop choked discs than age. H. 
L. Singer found 28 years to be the 
average in 51 cases of marked choked 
disc, out of 88 cases of brain tumor. 
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REPORT OF TWO CASES. 
Howarp F. HansE tt, M. D. 
PHILADELPHIA, PA, 


Read before the Section on Ophthal- 
mology, College of Physicians, Philadelphia, 
February 29th, 1918. 

CONCUSSION OF EYE AND REMOVAL OF TWO 
BULLETS FROM ORBIT. 


M. G., aged 34, while explaining the 
inner workings of an air rifle presented 
by him to his little son on Christmas, 
1917, accidentally pulled the trigger 
while the business end of the barrel 
was pointed toward his right eye. Two 
bullets, one round, the other ragged 
and of smaller size, struck the eye on 
its nasal side and entered the orbit. 
Vision = 6/20. The conjunctiva was 
torn and discolored but in the eyeball 
itself there was no hemorrhage, ex- 
udation or other change, except that 
the pupil was slightly dilated, reacted 
slowly and was not quite circular. Ten- 
sion normal. Rotation inward re- 
stricted. No limitation of field. Ob- 
jects were indistinct and seemed to be 
unsteady. 

The presence of two foreign bodies 
was distinctly shown on the X-ray 
plate made by Dr. Manges. In his ef- 
forts to locate their proximity to the 
ball and to know whether either one 
was imbedded in the sclera, Dr. Man- 
ges made a second plate. The shadows 
on this plate he was unable to inter- 
pret. In addition to the two distinct 
shadows, five or six more, less marked, 
but similar in outline, were discovered 
scattered through the orbit. The pres- 
ervation of intraocular normal tension 
and the absence of ophthalmoscopic 
changes confirmed the opinion that the 
bullets were outside of the ball. 

By careful and tedious dissection the 
two bullets, so well shown in the first 
plate, were removed. The internal rec- 
tus was not divided or detached. The 
immediate result of the operation was 
to still further limit the internal rota- 
tion of the eye. The contraction of 
the internal rectus was hindered by ex- 
udation and blood. Two weeks later 
report from the patient by letter was 
that the eye was well and its usefulness 
restored. 


There are, I believe, two kinds of 
air rifles on the market, one that fires 
a single bullet, the other several bul- 
lets, six or more. The patient stated 
that his was the first kind but he could 
not explain the presence of the two 
foreign bodies—one complete and 
round with the exception of a facet, 
and the other, half the size, irregular in 
shape with sharp and ragged edges. 
I ascribed the lowered vision to con- 
cussion of the eyeball. 


PERFORATION OF CORNEA PERSISTING 


EIGHT MONTHS. 


Case 2.—Miss M., a nurse in a hospi- 
tal in a Southern city, contracted gon- 
orrheal ophthalmia in the right eye, in 
January, 1917, while caring for a pa- 
tient. The infection was severe. Not- 
withstanding great skill and care the 
cornea became the seat of a perforating 
ulcer. The infection was confined to 
the right eye. By May, four months 
later, all signs of inflammation had sub- 
sided and the conjunctiva had regained 
its normal thickness and appearance, 
but the perforation of the cornea had 
not healed. She resumed nursing and 
her ordinary pursuits. In January, 
1918, she came to Philadelphia bring- 
ing a letter from her oculist stating 
that the perforation had persisted 
through all the months and no treat- 
ment had availed to restore the contin- 
uity of the cornea. 

At this time vision R. (the affected 
eye) equalled 6/30; L. equalled 6/6. 
Tension of R. —3. In the center of a 
circular gray opacity in the lower sec- 
tion of the cornea a minute dark point 
could be seen by close inspection. The 
iris was adherent to the scar and in 
contact with the remainder of the cor- 
nea. The aqueous humor escaped as 
soon as formed through the perfora- 
tion 

A flap of conjunctiva was detached 
and sutured into such a position that 
the lower three-fourths of the cornea 
was covered by it. The anterior cham- 
ber was restored in twenty-four hours 
or sooner. The stitches were removed 
on the third day when the flap had gone 
back into its normal position. V. = 
6/12, improved by a + 1 cyl. ax. 90°. 
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The unusual, interesting and, in my 
experience, unique feature in this case 
is the long continued—eight months— 
annihilation of the anterior chamber 
without infection or injury of any kind 
to the tissues posterior to the cornea. 


WHY ARE THE LENS AND IRIS 
PUSHED FORWARD IN 
GLAUCOMA? 

By Ortro WippeEr, M. D. 
CHICAGO. 


In the theories of glaucoma little is 
said with reference to this symptom. 


LENS AND IRIS PUSHED FORWARD IN GLAUCOMA 
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are some objections to that theory. 
The most plausible theory as to the 
cause of the plus tension seems to me 
the increase of fibrous tissue and the 
shrinkage of tissues in general occur- 
ring with advancing age, also affecting 
the evacuating lymph passages, thus 
restricting the outflow of lymph. There 
must also be a restricted inflow as long 
as no inflamation exists. Within the 
aqueous chamber the inflow is lessened 
by the contraction of the iris, and the 
inflow into the vitreous must be below 
normal, due to the pressure upon the 
secreting structures. But the restric- 


Diagram showing normal position of iris (solid); and 
position when pushed forward in glau- 
coma (broken). 


According to Priestley Smith, the in- 
crease in tension begins in the vitreous 
chamber owing to the enlarged lens 
coming in contact with the ciliary pro- 
cesses, thus preventing the lymph from 
passing into the aqueous chamber. The 
partition formed by the lens, suspens- 
ory ligament and ciliary body, is dis- 
placed forward, equalizing the hydro- 
Static pressure of the two chambers, 
I simply mention this because an ex- 
planation is given for the pushing for- 
ward of the partition; otherwise there 


tion of the inflow is less than the re- 
striction of the outflow; hence the in- 
creased tension. 

The ciliary body and iris are prac- 
tically surrounded by three definite 
lymph spaces, except the area, where 
the pectinate or cribriform ligament is 
firmly attached to the sclera. These 
three lymph spaces are the aqueous and 
the vitreous chambers and the anterior 
portion of the suprachoroidal space, the 
latter extending about 4 mm. anterior 
to the ora serrata, where the attach- 
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ment of the pectinate ligament begins 
posteriorly. 

The hydrostatic pressure within the 
three spaces being equal, any compres- 
sion of the iris and the ciliary body 
must be mainly in the direction toward 
that portion which is not in contact 
with the lymph spaces. This portion, 
the attachment of the pectinate liga- 
ment, is quite anterior and broad, meas- 
uring about 4 mm. from the limbus to 
the suprachoroidal space. 

While the anterior attachment of the 
ciliary body is broad and firm, the pos- 
terior is quite narrow and flexible 
where the structure blends loosely into 
the choroid. The lamina fusca within 
the suprachoroidal space is also a very 
loose tissue, and easily detached. 

Having the anatomic picture in 
mind, considering that the delicate 
structures of the iris and ciliary body 
are almost entirely surrounded by 
lymph spaces, and considering the dif- 
ference between the anterior and pos- 
terior attachments, one can readily see 
how the lens and iris are pushed or 
drawn forward. 

In cases in which this displacement 
does not occur we probably have an ob- 
literation of the anterior portion of the 
suprachoroidal space, and a more solid 
attachment of the orbicularis ciliaris to 
the sclera. 


MUSCULAR ADVANCEMENT 
FOR STRABISMUS. 


By Dr. Francisco M. FERNANDEZ. 
HAVANA, CUBA. 


The surgical treatment of strabis- 
mus has been the subject of so many 
different procedures that since the time 
of Dieffenbach one may count by the 
hundreds the innovations claimed and 
the appliances created. In spite of 
that, we have still humor to try any 
new procedures that are recommended 
and on that account have tried for the 
past two years the method recom- 
mended by Reese which consists in the 
resection of a part of the tendon, with 
very extensive freeing of the ailerons 
ligaments and leaving undisturbed the 
original insertion of the tendon in the 
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sclera. Reese uses three sutures, one 
central, with number 3 silk, and two 
lateral ones, and he has devised a new 
strabismus forceps or clamp that is 
really useful in the minute details of 
the operation. The method of tendon 
shortening by excision of a central part 
of the same originated with Noyes in 
1874, and although some modifications 
to the original procedure have been 
from time to time published, we believe 
that the most advantageous is the one 
described by Reese, although perhaps 
its chief indication lies in cases of com- 
itant strabismus, and not in cases of 
paralytic squint or in heterophoria that 
need surgical treatment. 

Our reason for that statement is 
that the extensive incursions made by 
Reese in the lateral invaginations of 
the muscle might in cases not due to 
comitant squint tend to increase the 
existing disturbances, while in those 
cases, due solely to a defect of the fu- 
sion faculty generally, the only thing 
to be remedied in cases of long stand- 
ing and needing surgical correction is 
the deviation. 

The operation described by Reese is, 
according to our understanding, a con- 
servative one as it does not alter the 
relations of the original insertions to 
the sclera, but not so in the extensive 
incursions into the lateral invagina- 
tions, for even if there is the possibility 
of not doing a sufficient correction of 
the deviation with a conservative pro- 
cedure, there is always the recourse to 
a new invention, while by the free dis- 
sections of Tenon’s capsule, there is 
danger not only of disturbing the nor- 
mal equilibrium of the ‘eye, that in 
some small part may be due to those 
invaginations, but also in the cicatricial 
stage there might be the danger of re- 
tractions that may cause a torsion of 
the eyeball. Any of these sequels must 
be as distasteful to the patient as to 
the surgeon himself. 

We do not pretend to criticise 
Reese’s method of muscular advance- 
ment, for with some small limitations 
such as the extensive incursions 
into the fibrous bands that are in rela- 
tion with the ocular muscles, we have 
followed it ; and the results have been sat- 
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isfactory in eleven of the twelve cases 
in which we have used it. Eight of 
them have been reported recently to 
the Havana Academy of Sciences. The 
case in which we failed was subse- 
quently corrected by the tenotomy of 
the opposite muscle. 

Our purpose with this short and 
small report is to praise Reese’s pro- 
cedure and also to justify our fears of 
the dangers that too free division of 
the lateral invaginations may cause. 

We believe also that by doing away 
with the piercing of some part of the 
scleral tissue as practiced in the ma- 
* jority of the cases, and this could be 
done by the shortening and suturing 
from one end of the tendon to the other, 
there are other dangers avoided. In 
the first place the danger of infection, 
which of necessity must be greater 
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when the sclera is wounded. Then the 
danger of reactions from the trauma- 
tisms. And in the last term, the most 
important of all, the danger of piercing 
the sclera through, an accident that 
may occur to the most learned. 
CONVERGENT STRABISMUS. 
Age Degree Vision Dateof Op. Good Result 
1/200 


35 1 Apr. 1916 20 mo. 
Ge May 1916 19 mo. 
19 12° 1/200 May 1916 5 mo. 
seam July 1916 Oct. °16 
25 35° 1/100 Aug. 1916 a "17. 
Dec. 1916 ec, °17 
28 Jan. 1917. Mar. ‘17 
33 a Feb. 1917 1 mo. 
45 eee 2/20 May 1917 2 mo. 
16 20° 5/20 June 1917. Immediate 
 eesre July 1917 Feb. ’18 


DIVERGENT STRABISMUS, 


Age Degree Vision Dateof Op. Good Result 
17 25° Oct. 1916 Relapse 
May 1917 Jan. 


Tenotomy 
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Translated from the Nederl. Tijdschr. v. 
Geneesk., by Dr. E. E. Blaauw. 


Ethylhydrocuprein Amblyopia. 

J. VAN DER HoeEvE presented a patient 
with atrophic discs and sclerosis of the 
retinal vessels (thin blood column, 
thick walls and local ectasias of the 
vascular wall). On account of pneu- 
monia the man had received during 4 
days 4 grams of ethylhydrocuprein hy- 
drochlorid in doses of 0.2 gms., 6 
times in 24 hours with milk-diet. After 
3 days disturbance of vision occurred, 
and after 4 days amaurosis. The con- 
dition improved. during the next two 
months; but important changes re- 
mained. Vision was lessened to one- 
third. There was total loss of color 
perception, and great disturbance of 
the light sense. He needed 10 times 
more light than a control person. There 
was slight diminution of the adapta- 
tion, and peripheric limitation of the 
visual field, 


. ent. 


Directly after the poisoning retinal 
edema with normal vessels was pres- 
Two weeks later there was nar- 
rowing of the vessels in O. D. a few 
days later in O. S., while the edema re- 
ceded or disappeared in the macular 
region and disappeared. Van der 
Hoeve supposes that the drug poisoned 
both the nervous elements and the ves- 
sels and thinks its use undesirable. 
From the reports it appears that the 
hydrochlorid is the preparation least 
desirable. 

Discussion.—Schoute had seen a 
case which recovered. A patient had 
received 18 capsules of optochin during 
a@ pneumonia in Germany, although he 
became stone-deaf on the third day. 
The deafness disappeared after 3 days, 
but shortly after he became stone- 
blind. He stopped the medicine, re- 
covered from his pneumonia, and 
Schoute found a month later V. O. D. 
6/10, V. O. S. 10/10. The pupils reacted 
normally; but there was well marked 
hemaralopia and concentric narrowing 
of both visual fields. Discs showed 


normal color, while the retinal arteries 
were much narrowed. 
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Central Visual Acuity.—Because the 
examination of the visual acuity is often 
considered equal with an examination 
for the minimum separabile, Roelofs 
had made the examination with a num- 
ber of objects of different lengths and 
widths. The minimum separabile, 
the angle under which the smallest rec- 
ognizable interspace between two ob- 
jects is seen, is no constant quantity. 
It varied between 22 and 89 seconds 
with the objects used. It may be, how- 
ever, that the observation width of the 
minimum separabile is still a constant 
quantity, although the interspace itself 
is not. If two squares, the diameters of 
which are equal to the interspace, are 
used, with the first observation of sep- 
aration the entire length will appear to 
be three perception circles. The true 
length does ‘not need to agree with this. 
If one takes a long row of such squares, 
one may suppose that at the first rec- 
ognition of this square-line the diam- 
eters of the perception-circles concur 
with the diameter of squares or inter- 
spaces. The diameter of a perception- 
circle was found for an emmetropic eye, 
about 50 seconds. The smallest percep- 
tion width is therefore equal to the di- 
ameter of a perception circle while 
using squares. It is however not nec- 
essary that the same should be the case 
for lines. It appeared, that the small- 
est perception width for the same eye 
was at the utmost 40 seconds when 
using lines. It is recommended to use 
for this examination a few parallel 
‘lines, which are as broad as the inter- 
spaces. 

The defects of the optical system can 
partly explain why the minimum sep- 
arabile is smaller with lines. It does 
not however explain, why, with the 
cone as the visual unit, the minimum 
separabile and the smallest perception 
width can be less than one cone diam- 
eter. The smaller minimum separabile 
with increasing broadness of the lines 
can be explained through increasing 
contrast between two bordering cones. 

Discussion.—Schoute pointed out 
that Koster, determining the visual 
acuity with the aid of a black point in 
a white field, determines in reality the 
minimum separabile between two bor- 
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der lines. And he asked if he under- 
stood rightly, that always one cone 
should remain without stimulation be- 
tween two points, which one wishes to 
observe separately. 

Roelofs answered that in the experi- 
ment of Koster the minimum separa- 
bile is determined between two planes, 
the extension of which cannot be lost 
sight of. The interlying cone is not al- 
ways unstimulated while seeing sepa- 
ration, but always the observed separa- 
tion corresponds with at least one per- 
ception circle. 

Late Detachment of Retina After 

Fall on the Head. 

G. F. Rocuat was asked by an insur- 
ance company regarding a myopic 
patient, the connection between an ac- 
cident to a person with low myopia, 
who fell from a wheel, striking the 
back part of his head, and de- 
tachment of the retina supervening 
a few weeks later. He concludes that 
it is certain that after indirect trauma, 
which does not touch the eye,damage of 
different kinds to the retina is possible, 
including detachment. It is also known 
that a detachment can become visible 
many months after a direct trauma, 
because the original changes are in- 
visible in the beginning. This is also 
possible with a detachment through an 
indirect trauma. 

Discussion.—Halbertsma found in 
the beginning no fundus changes in a 
girl, who had received a tennis ball 
against her eye and who complained of 
metamorphopsia. Some weeks later 
riding in a jolting car she noticed a 
sudden diminution of her vision, which. 
appeared due to detachment of the ret- 
ina that Halbertsma considered depen- 
dent on the jolting of the body. Wolff 
feared that, often unjustly, a trauma is 
fished from the anamnesis, which unde- 
servedly is considered guilty. 

Reilingh asked if in this case arterio- 
sclerosis was present. De Haas ac- 
cepted connection in two observed 
cases. Nicolai considered the connec- 
tion difficult to prove. 

Zeeman could not accept a connec- 
tion as proved, but certainly possible, 
and in the case even probable. 

Rochat was interested to learn the 
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different standpoints in this practically 
important and difficult question. 


The Disease Picture of Blue Sclerotics. 


J. vAN DER Hoeve demonstrated three 
members of a family in whom appear 
as hereditary anomalies, blue sclera, 
fragilitas ossium and otosclerosis. The 
bone changes were demonstrated with 
lantern slides. Heretofore only fragili- 
tas ossium was known to be associated 
with the blue sclera. Dr. de Kleijn and 
the speaker could establish in a family 
of 22 members, in 4 generations, of 
whom 15 were examined, that ten 
times these anomalies were coupled 
with otosclerosis. An eleventh patient 
showed blue sclerotics and otosclerosis, 
but was yet free from bone fracture. 
A second family examined by the 
speaker in Groningen showed deafness 
with blue sclerotics and fragilitas os- 
sium; indicating a connection between 
deafness and this disease complex. 

The etiology of otosclerosis is still 
unknown and the question is whether 
the mesodermal tissue or the nervous 
tissue is primarily affected, or whether 
both are dependent on another cause. 
It is therefore interesting that the oto- 
sclerosis can appear as a part of an 
anomaly which can-be explained by a 
poor disposition of the mesodermal 
tissue. 

Discussion.—Weve saw in the army 
a man with blue sclerotics, also suffer- 
ing with otosclerosis, who had broken 
six times an arm or leg. Van der 
Hoeve mentioned that Peters consid- 
ered this weakness of the bones a rea- 
son for exemption. 


Operation for Lamellar Cataract. 


A. W. Mutock Hovuwer referred to 
the publication of Krueckmann in the 
90th volume of v. Graefe’s Archives. 
About the same method has been fol- 
lowed for years in the late Prof. 
Straub’s clinic, and has proved satisfac- 
tory. The essential is that the lens nu- 
cleus is brought into the anterior cham- 
ber. Nucleus is used in the clinical 
sense, being the part of the lens lying 
within the opaque layer. The opaque 
layer is formed by insufficiently devel- 
oped lens fibers. The slight cohesion 


of this lenticular layer makes possible 
the separation of the surrounding mass 
from the enclosed part. Straub’s 
method is as follows: After fixation at 
the nasal side, a straight or curved 
needle is introduced subconjunctivally, 
after maximal dilatation of the pupil. 
With movements in different directions 
in the pupillary space the anterior cap- 
sule is dilacerated as much as possible, 
with the anterior cortex. The point 
of the needle is brot around the nu- 
cleus above or below in the vertical 
meridian, with the intention of bring- 
ing the nucleus into the anterior cham- 
ber. It will not always be necessary 
to bring the needle point behind the 
nucleus. One presses the nucleus- 
margin backward and the margin of 
the nucleus at the opposite side appears 
in front, and the nucleus turns into the 
anterior chamber. This happens chiefly 
when the anterior cortex has been very 
freely dilacerated. In other cases it is 
necessary to bring the needle behind 
the nucleus and by sculling motions to 
bring it carefully forward. The opera- 
tion being finished atropin is instilled 
and the eye bandaged. It may now be 
that the lens-mass swells and dissolves. 
As this substance is as much before as 
behind the iris, the chance for glau- 
coma is less. In spite of the large dis- 
cission, only in the minority of the 
cases, increase of pressure follows. If 
this happens it is not because the iris 
closes the irido-corneal angle, but be- 
cause the very swollen lens-substance 
in the anterior chamber closes the fil- 
tration spaces. Besides the theoret- 
ical it has a practical value. The intro- 
duction of the keratome is easy and 
the danger of iris prolapse very small. 
The lens substance is extracted after 
subconjunctival incision with the kera- 
tome through the limbus. The place of 
incision is the one which the patient 
offers with the least strained fixation. 
What is not removed over the kera- 
tome point is removed with a Daviel’s 
spoon. One should not be tempted to 
do too much on account of danger of 
prolapse of the vitreous, especially 
when the posterior capsule has been 
wounded. This second stage of extrac- 


tion will not always be necessary. If 
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glaucoma is not imminent the absorp- 
tion may be left to nature. 

The last period is a black pupil or a 
secondary cataract. With the discis- 
sion the posterior capsule should be 
incised. The more widely the anterior 
capsule has been opened the less the 
chance for after-cataract. If secondary 
operation is not yet necessary the pos- 
terior lens capsule is seen in the pupil 
as a translucent, glossy membrane. 
Mostly after one to two years, the fine 
foamy membrane in the pupil is formed 
from small vesicles or droplets, which 
is easily incised. When the patient 
moves to a region where no ophthalmo- 
logic help can be had incision of the 
posterior capsule must be seriously 
considered. Twenty-six eyes were op- 
erated in the Amsterdam clinic during 
1910-1916, in 15 patients, 11 of which 
were operated in both eyes. Some were 
too young for determination of the vi- 
sion. Of the others the vision was 
after some years: 5 times 1/3, 8 times 
1/2, 3 times 3/4, and 5 times 1. The 
average time between the first operation 
and the prescribing of the glasses was 7 
weeks. 

The nucleus was brought into the 
anterior chamber in all cases except 
two. In one it came into the anterior 
chamber later spontaneously. In the 
other (the first case of the series), 
where only a large puncture was made, 
the extraction of the lens substance 
produced an iris prolapse, which had to 
be excised. Later glaucoma appeared 
which healed after sclerotomy. This 
case was the inducement later to care- 
fully bring the nucleus into the an- 
terior chamber. Removal of lens sub- 
stance was done in 16 cases, 9 times on 
account of rise of tension. In 20 eyes, 
discission was performed 25 times. In- 
dication for operative interference is a 
vision 1/4 or less. Once the opera- 
tion was done with a vision 1/3 be- 
cause the eye was myopic. The limit 
of 1/4 seems a little high, as it is in- 
sufficient for the better situated. For 
these the loss of accommodation 
weighs against the advantage of in- 
creased vision. For the lower class, 
the “unskilled loose workmen labor,” 
the wearing of spectacles is an objec- 


tion. In some cases operation might 
be delayed until the patient has chosen 
a trade. 

Discussion.—Dubois pointed out the 
rise of tension is less frequent with the 
old method. He thinks the operation 
quite difficult. It is not advocated for 
the myopia operation, as being less 
innocent. He prefers the less danger- 
ous way. Blok stated that after a large 
discission, as he used to do, the nucleus 
comes by itself in the anterior chamber 
or can be brought there by massage. 
He only very seldom saw glaucoma. 
Faber preferred the most simple 
method, large splitting, after which 
much lens substance comes into the an- 
terior chamber and resorbs without 
danger from tension or prolapse. Van 
den Borg leaves the resorption to na- 
ture, as time is of no consequence. 

Snellen does not consider such an un- 
usual manipulation necessary. After a 
large discission the nucleus always ap- 
pears in the anterior chamber. He cau- 
tions against hurry. However, a too 
cautious puncture is not advisable, as 
this produces a troublesome thick sec- 
ondary cataract thru inspissation of the 
lens. Verwey lets the aqueous humor 
out after puncture, which favors the 
displacement of the nucleus into the 
anterior chamber. 

Mulock Houwer agrees that the rise 
of tension is greater with a iarge punc- 
ture than with very slight puncture; 
he did not mention prolapse of the iris. 
He noticed from the discussion that the 
members like to see the nucleus in the 
anterior chamber. His chief aim was 
to draw the attention to its value. He 
could nét agree that the described 
method for furthering this is combined 
with special difficulties or dangers. 


The Quick Phase of Spontaneous Ny- 
stagmus. 

G. F. Rocuat mentions that little is 
known of the mechanism of the so- 
called spontaneous or amblyopic ny- 
stagmus. We have no certainty of the 
paths along which the impulse of ves- 
tibular nystagmus travels. The slow 
phase of vestibular nystagmus is 
caused from out the vestibulum, the 
quick phase goes over other paths, as 
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is known from observation of cases of 
supranuclear conjugate paralysis, 
where the slow phase of the caloric ves- 
tibular nystagmus can remain as a con- 
jugate deviation, and the quick phase 
is absent. By experiments of Bauer 
and Leidel, where the quick phase 
of the caloric nystagmus still was pres- 
ent in decerebrated rabbits, it has be- 
come improbable that the stimulus 
reaches the ocular nuclei via the cere- 
brum. 

The observation of cases of supra- 
nuclear conjugate paralysis has taught 
that the innervation of the quick phase 
for the optical nystagmus, which 
originates while viewing rapidly mov- 
ing objects, follows another way than 
the slow phase, and that it probably 
originates in a similar manner as the 
vestibular nystagmus. 

The innervation of the amblyopic 
nystagmus is entirely unknown, and 
also of the related congenital sponta- 
neous nystagmus. The different the- 
ories agree that the nystagmus origi- 
nates from impulses which continu- 
ously oppose each other and exercise 
their influence on the position of the 
eyeball, and which are suppressed by 
fixation. The cessation of fixation is 
then the cause of the nystagmus. 

Rochat now relates some observa- 
tions, from which it would follow that 
the fixation is rather the origin of the 
nystagmus. A 15 years old girl, with 
lamellar cateract and congenital ny- 
stagmus, had parallel position of the 
globes while seeing with both eyes, and 
“riick”-nystagmus toward the left. The 
static organ as far as could be detected 
was not damaged. If now the best see- 
ing eye (right) was covered, the ny- 
stagmus toward the left would become 
a conjugate deviation toward the right; 
and both eyes remained quiet in the 
deviated position. It was here appar- 
ent that the nystagmus originated from 
the fixation, the quick phase therefore 
was excited thru the optic nerve, pri- 
marily, as a central disturbance of de- 
velopment. A poor balance for the lat- 
eral eye movement was present, thru 
which the rest-position was a conju- 
gate deviation, and the nystagmus 
originated from the struggle between 


this deviation and the fixation stim- 
ilus. 

Discussion.— De  Kleijn warns 
against the schemata of Bartels, which 
start from the supposition that these 
reflexes pass through the cerebrum. 
After extirpation of cerebrum and cere- 
bellum otogenous nystagmus still ap- 
pears, the schemata are therefore in- 
sufficient. 

Waardenburg suggested the need 
for a good method to register the ny- 
stagmus, and questions if it is known 
where the congenital nystagmus origi- 
nates and if the influence of the laby- 
rinth has been investigated? 

Rochat mentioned different registra- 
tion methods of Coppez, Abrahams, 
Ohm, Sackowitz and Struycken. They 
all can be improved. Little seems 
known of congenital nystagmus. 

Waardenburg thinks that if good 
vision be necessary for the develop- 
ment of the nystagmus, it could not be 
explained in the cases of amblyopia and 
nystagmus. Rochat presumes here 
other causes. 


Etiology of Uveo—Parotid Fever. 


H. WeEvE relates the histories of two 
cases of acute double parotitis, with 
months of swelling, combined with 
simultaneously appearing iridocyclitis. 
Lues, tuberculosis and pseudoleukemia 
could be excluded (this was not done 
by Heerfordt, 1909). In one case con- 
nection with epidemic parotitis was ap- 
parent. Probably Heerfordt’s cases are 
abnormal cases of epidemic parotitis 
with an abnormal course. One of the 
patients had a recurrence 4-5 months 
after the first attack and was dem- 
onstrated at the meeting. 

Discussion.—Rochat saw in 1904 a 
similar case with tendency to recidives, 
so that one eye became very bad. 

Hattink saw a similar case, which at 
first seemed severe, but under Fowler’s 
solution progressed favorably. 

Weve only treats symptomatically, 
when the course is benign. He 
thinks that the serum of patients, who 
had gone thru an acute epidemic paro- 
titis, is curative, and intends to use this 
if the progress of the course is unfa- 
vorable. The vitreous opacities in the 
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case of Heerfordt suggested tuberculo- 
sis and this had induced him to try tu- 
berculin treatment. (Speaker had later 
the opportunity to give the patient 40 
cc. of serum from a patient who went 
through an acute epidemic parotitis 14 
days previously. The result on the 
iris nodules meanwhile formed was not 
yet clear.) 


Fuchs thinks, after observation of 
three cases of Mikulicz’ disease, that 
these affections cannot be sharply sep- 
arated. He mentions having observed 
some cases which clinically connect 
the cases as observed by Heerfordt, and 
the symptom complex of the Mikulicz’ 
disease. He saw three cases where a 
swelling of the parotids and tear glands 
were combined with a double irido- 
cyclitis. The first was a girl who suf- 
fered since some years with diarrhea, 
and who had a thick face since a short 
time, pain in the eyes and poor vision. 
The parotids and tearglands were dis- 
tinctly swollen, and an acute irido-cy- 
clitis was present. After 8 or 9 months 
all symptoms had disappeared. The 
second case was a woman of 40, who 
came on account of poor vision. She 
had irido-cyclitis. In its course after 
some months a hard swelling of both 
parotids and tearglands developed. She 
was nursing. The third was a woman of 
47 years old, who suffered with chronic 
muscular rheumatism. Also here the 
hard swelling of parotids and tear- 
glands appeared some months later 
than the irido-cyclitis. The reaction of 
Pirquet was negative. In the two last 
cases vitreous exudation occurred, 
which reduced the vision bebow 1/10. 
Subconjunctival sodium chlorid injec- 
tions acted favorably and brought vi- 
sion back to nearly normal. 

Weve states that Mikulicz’ disease is 
tuberculosis, lues or pseudo-leucemia : 
these three he could exclude. 


Neuro-retinitis arsenicalis. 


H. K. pe Haas, referring to his com- 
munication of May last, now speaks 
about 13 cases. 

De Haas since has elaborated his ex- 
periences in another paper, an abstract 
of which will appear in this journal. 


CHICAGO OPHTHALMOLOGICAL 
SOCIETY. 


Meeting of March 18, 1918. 
Dr. HeEMAN H. Brown, President, in 
the Chair. 


Severe Ocular Injury by Broken Spec- 
tacle Lens. 

Dr. WiLtIis O. NANCE presented the 
case of Eugene C., aged 30, who, while 
working at the trade of machinist, on 
December 29th, 1917, was struck on the 
head by a falling ladder. He was wear- 
ing rimless spectacles. The right lens 
was broken and he sustained a horse 
shoe shaped incised wound of the con- 
junctiva, sclera and choroid of the cor- 
responding eye. The wound occupied 
the inferior temporal aspect of the eye 
and extended from the limbus, approx- 
imately 8 mm. downwards and out- 
wards. 

He saw the patient at St. Bernard’s 
Hospital about midnight of the day he 
was injured. Vitreous and shreds of 
choroid were protruding from the 
wound, and the iris drawn down into 
its lips. The protruding shreds were 
abscissed. A firm bandage was ap- 
plied and the patient kept in bed. He 
left the hospital January 14, and was 
under observation until February 10th, 
when he returned to his work. At the 
time of discharge, the vision in the in- 
jured eye was 20/50 minus. The wound 
healed splendidly and the cicatrized 
surface was smooth and regular. 

The infrequency of such injuries is 
shown in the report of Hans Lauber, who 
states that he has only seen five cases 
in 150,000 eye injuries, or a proportion 
of but one to 30,000. His first case was 
seen after he had observed 85,000 cases 
of ocular injuries. After referring to 
other cases reported in the literature, 
Dr. Nance quotes from a report he pre- 
sented to the Society 11 years ago in 
which he drew the following conclu- 
sions: 

1. That injuries to the eye by 
broken spectacle lenses are extremely 
rare, and that the popular prejudice 
against the wearing of glasses by chil- 
dren, on the theory that the eyes are 
likely to suffer injury by the lenses be- 
ing broken, while worn, is founded 
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more upon fancy than upon clinical 
evidence. 

2. That wounds of the ocular ap- 
pendage and surrounding parts by 
broken spectacle lenses, while not com- 
mon, occur much more frequently than 
those involving only the eye itself. 

3. That injuries of this character 
occur much more frequently among 
wearers of spectacles than nose glasses, 
probably for the reason that the latter 
being held less firmly before the eyes, 
are displaced by violence sufficient to 
break the lens. 

4. That by far the greatest number 
of injuries result from the breaking of 
rimless spectacles, there being no in- 
stance in the author’s series of cases 
where injury was induced by the 
rimmed variety of spectacles. 

5. That injuries of the kind indi- 
cated are extremely rare in patients un- 
der 14 years of age, that they occur 
more frequently in females than in 
males, and that the wearing of veils 
probably holding the lenses more 
firmly in position upon the patient’s 
face, has a tendency to increase the 
danger of injury. 

Personal observation and the reports 
in the literature since that time do not 
lead the author to change his views. 

Discussion.—Dr. Frederick D. Vree- 
land stated that the case presented by 


Dr. Nance reminded him of one de- 
scribed by Dr. Ringueberg several 
years ago. From that standpoint, it 


was interesting to know the amount of 
injury that could occur by laceration 
of the eyeball and still prompt recovery 
take place. In the case of Dr. Ringue- 
berg, the injury was greater than in 
this case of Dr. Nance, yet it healed 
kindly and the man returned to work 
in 16 days thereafter. This is largely 
due to the aseptic properties of the 
glass and the clean cut edges, as well 
as the approximation of the parts fol- 
lowing the injury. 

In deciding whether there still re- 
mains in the eye portions of glass, 
some have insisted on taking an X-ray 
picture, but the X-ray does not show 
very much if the glass is of the lead- 
free variety. Dr. de Schweinitz has de 


scribed a case in which a piece of glass 
remained in the choroid for ten years 
without causing any apparent irrita- 
tion, showing that the eye would tol- 
erate glass to a greater degree than 
some other foreign bodies. 

As to rimless spectacles, the speaker 
also observed they were worn in the 
majority of cases, and that nose glasses 
did not occupy a fixed position and 
were easily knocked off. In most of 
the injuries previously reported the pa- 
tients wore concave lenses which have 
thin centers. It is the sharp edges in 
the centers of minus lenses that pro- 
duce laceration. Convex glasses are 
more protective. A large object strik- 
ing an eye would produce serious in- 
jury independent of the lacerating ten- 
dency of the glass, while small objects 
are deflected by the presence of the 
lens. In a former report, contrary to 
what Dr. Nance had said, the speaker 
found that more men’s eyes were in- 
jured in this particular manner than 
Dr. Nance had stated, and the ophthal- 
mologists interviewed at that time 
were of the opinion that these eye in- 
juries most frequently occurred in men 
who were engaged in industrial pur- 
suits. The injury though was often 
the result of a household accident, or 
to those engaged in athletic sports. 
From an industrial standpoint a large 
majority are protected by lenses. 

Dr. Thomas O. Edgar of Dixon, II- 
linois, speaking of these injuries of the 
eye from glasses, said that he could re- 
call one case in his private practice, oc- 
curring a year ago. The patient, Sister 
B, bumped her face against the corner 
of a drawer breaking her rimless spec- 
tacles. She at once felt a foreign body 
sensation in her eye. She was found 
to have in the naso-central portion of 
her right cornea a 4 mm. vertical 
wound, penetrating deeply and ob- 
liquely to the surface. Although there 
soon developed a faint injection in the 
ciliary region the wound promptly 
healed and the recovery was unevent- 
ful. Her lenses were convex. 

This afternoon he saw a second case 
(Mrs. A.) with an injury of the left 
eye of a type similar to that existing in 
Dr. Nance’s patient shown this even- 


ing. The woman was found by her 
family eight days ago on the floor in a 
convulsion. The left lens of her spec- 
tacles (which were of the ordinary gold 
rimmed type), was found to be shat- 
tered and her left eye bloodshot. It 
was thought her face had come in con- 
tact with the stove. The eye when seen 
for the first time this afternoon exhib- 
ited an ovate shaped pupil, having its 
apex adherent to the infero-temporal 
angle of the anterior chamber. The 
conjunctiva at this point formed a bulla 
4 or 5 mm. in diameter but the iris did 
not present through the wound and 
there was no positive evidence of any 
break in the continuity of the conjunc- 
tiva. 

A marked exophthalmos in this pa- 
tient rendered her eye more liable to 
this sort of injury. One cannot be sure 
in this case that the spectacles, either 
lens or rim, caused the injury. A re- 
port ten days later showed recovery 
with corrected vision same as when 
tested a year previously. 

Dr. Fred W. Bailey, Cedar Rapids, 
Iowa, recalled four cases he had seen 
in the last ten years. One of them was 
in a young girl, 8 years of age, who 
was wearing spectacles with rims. The 
injury was caused by a boy playing and 
striking the glasses with a poker at 
school, breaking the glass and cutting 
both corneas and iris. The other three 
cases were all adult men, and all of 
them wore minus glasses and were my- 
opics. 

Dr. Clark W. Hawley stated that his 
experience with injuries of the eye from 
broken spectacles was very small in- 
deed. He had seen but one serious 
case. An insurance adjuster came to 
him with a history of broken specta- 
cles, and he removed from the cornea 
several small pieces of glass. No scar 
was left. The wound was not deep 
enough to leave a scar. This was the 
only injury of the eye he had seen in 
clinic work or in private practice. 

Dr. Alfred N. Murray said that he 
had reported a case to the Society two 
years ago of extensive injury to the 
eye from a broken spectacle lens. It 
was a golf ball accident, the patient 
wearing a minus toric lens of about 
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two and a half diopters. When the pa- 
tient was brought to the hospital he 
had a corneal wound about four milli- 
meters long with prolapse of the iris, 
This was excised, and about a week 
later, when the eye was quiet, he no- 
ticed an irregularity in front of the pu- 
pil almost at the center of the cornea, 
and on touching it with a probe found 
it was a piece of glass; it prolapsed into 
the flocculent lens matter which, since 
the injury, was present in large quan- 
tities in the anterior chamber. He ex- 
tracted the glass by elevating it on the 
tip of a keratome, and introducing a 
forceps through the corneal wound, 
picking it out from the flocculent lens 
matter. 

The cataract gradually became ab- 
sorbed and left the anterior capsule at- 
tached to the posterior surface of the 
cornea. He incised this attachment 
with a knife needle and at the same 
time did a discission of the posterior 
capsule. At the end of a year the pa- 
tient had 20/24 vision with the injured 
eye, which was certainly a good out- 
come considering the nature of the in- 
jury. Patient still had the strabismus 
which he mentioned at the time he re- 
ported the case. There still remained, 
after three years, a small spicule of 
glass at the site of the original corneal 
wound where the iris prolapse had oc- 
curred. This appeared to be more or 
less encapsulated, the eye was perfectly 
pale, and the patient had had no fur- 
ther trouble with it. He saw no reason 
for interfering with it. 

He reported this case to show what 
an extensive injury can occur without 
losing the eye. It also showed what 
could be done in the way of conserv- 
ing vision under such circumstances. 
Non-Pigmented Intraocular Neoplasm 

in an Adult. 

Dr. NANCE exhibited a patient, 24 
years of age, whose occupation was 
that of camera operator, he having 
been employed in this line of work for 
several years. Eight months ago, in 
Los Angeles one afternoon he was 
playing ball and noticed that he could 
not see very well, that things appeared 
to be blurred. Up to this time his sight 
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was pretty good. Shortly after notic- 
ing this blurring of vision he returned 
to Chicago. His mother told him that 
she noticed something white in one of 
his pupils. He secured a position in 
Chicago in which he was required to 
do considerable near work, and having 
some headaches he consulted the 
speaker on March 16. Up to that time 
no physician had examined his eyes. 

The patient has an_ intraocular 
growth that seems to arise from the 
superior temporal aspect of the eye, 
probably from the retina or choroid, 
and extends downwards and to the 
nasal side. Apparently it is well cir- 
cumscribed, of yellowish white color, 
and has several well defined blood ves- 
sels extending over it. Those members 
who had seen gliomata would recog- 
nize at once what appears to be a 
growth of that nature. As is known, 
glioma never occurs in adults. One 
man’s guess was about as good as an- 
other as to what this growth is. Fuchs 
states that sarcomata of the choroid 
are almost always pigmented, and non- 
pigmented, so-called leucosarcomata 
very rarely occur. Whether this is a 
leucosarcoma or not he did not know. 
He would be inclined to give that as 
his best guess. 

The growth is well defined. It is 
opaque on transillumination, and vision 
is nil. Patient is not able to perceive 
light. The case is very interesting. In 
his experience of nearly 20 years, with 
a rather large clinical experience of 13 
years at the Illinois Eye and Ear In- 
firmary and in other institutions, and 
in his private practice, he does not re- 
call having seen a nonpigmented in- 
traocular growth in an adult. 

Discussion.—Dr. Vreeland said such 
cases were interesting from a di- 
agnostic standpoint. As to the origin 
of this growth, from its location he was 
rather inclined to believe it sprang 
from the ciliary body. Growths from 
the ciliary body are not observed early 
as a rule, until they can be seen 
through the pupil. In one particular 
case he recalled the growth was situ- 
ated on the choroid farther back, and 
he advised consultation. A diagnosis 
of intraocular tumor was made. Trans- 


illumination was perfect. Needle punc- 
ture was resorted to which indicated 
there was a tumor present. There was 
more resistance than normal. He de- 
cided to trephine and see if the de- 
tached retina would go back into place, 
but the patient went back to Iowa and 
he did not have a chance to do it. He 
asked for an expression of opinion in 
regard to trephining in such cases. 

As to Dr. Nance’s case, he thought 
it might be called a leucosarcoma. The 
vascularity in these cases was variable. 
There was some vascularity in this 
case, but there did not seem to be any 
irritation of the iris. Growths spring- 
ing from the ciliary body sometimes 
push forward and cause iris displace- 
ment, while syphilis and tuberculosis 
cause early iritis, which does not obtain 
in this case. 

Dr. Clark W. Hawley stated that he 
had removed an eye which presented a 
picture very similar to the case related 
by Dr. Nance, but the growth proved 
to be malignant. When the patient 
first came to him he had vision in cer- 
tain fields. Finally, vision was lost and 
he told the patient that he had a growth 
in his eye which might or might not be 
malignant. The probabilities were that 
he would be better off without that eye 
than with it. He would be inclined to 
hesitate in deciding whether this 
growth in the case of Dr. Nance was 
malignant or not. In his own case the 
tumor arose from the outer portion of 
the retina well forward and extended 
downward and inward. It was en- 
tirely retinal. 

Dr. Oliver Tydings said that the re- 
port of Dr. Hawley brought up the pos- 
sibility of whether this might not be a 
form of retinitis proliferans with a tu- 
berculous base. The fact that it was 
nonpigmented would show that the 
growth did not arise from the choroid 
but was of retinal origin. 

Dr. Nance stated that he had in- 
tended to say that tuberculin was given 
in his case and a Wassermann test 
made within the last ten days, both of 
which were negative. 

Dr. Tydings stated that instead of 
making a von Pirquet test, he would 
start the patient with two milligrams 
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of tuberculin and see if he could not 
get a reaction. If he did not get a re- 
action he would give the patient three 
milligrams, and follow that with four, 
perhaps the next time with six, to see 
if he could not get a reaction. 

With regard to trephining in cases 
of sarcoma, he did not know of any 
one who would advocate cutting into a 
sarcomatous growth. If there was a 
possibility of making a diagnosis or- 
dinarily of melanosarcoma, the history 
would clear that up, and that would be 
in a case of trauma where one would 
have hemorrhage from the subretinal 
vessels. There one would get a tumor 
that looked like sarcoma. If one took 
the history of the case he could gener- 
ally elicit trauma; and following on 
that, within a few months, one would 
have a blood clot settling down in the 
lower part of the globe, with detach- 
ment of the retina. He would hesitate 
very much to trephine in a case of sar- 
coma. 

Dr. William A. Mann reported a case 
that turned out not to be a tumor, but 
a case where he made a diagnosis of 
glioma in an adult. The patient’s eye 
had a similar appearance to that of the 
eye in the case of Dr. Nance, but there 
was no red reflex. The growth or mass 
seemed to lie back of the lens, pushing 
the lens forward. The pupil was slightly 
dilated. The eye was removed and 
proved simply to contain an umbrella 
detachment of the retina. The retina 
was folded in behind the lens. 

Dr. Michael Goldenburg asked Dr. 
Nance whether he resorted to puncture 
with the hypodermic needle to see if 
there was any fluid present. (Dr. 
Nance replied that he did not.) From 
a hasty examination he judged that the 
vascularization was purely retinal. The 
mass was translucent. He saw a case 
a number of years ago similar to this 
which was presented by Dr. Parker and 
discussed: by the elder Gradle. This 
looked very much like an intraocular 
tumor, but these cases were usually 
accompanied by intraocular tension. 


Sometimes this tension was absent. 
Lack of vascularization was rare in 
That it might be a well de- 


sarcoma, 
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fined detachment of the retina was pos- 
sible. 
As to trephining in these cases, he 


could not see any particular advantage ° 


of that over mere puncture with a hy- 
podermic needle. If one should get 
fluid and the detached retina prolapsed, 
that would settle the argument. The 
trephine simply makes a larger open- 
ing. 

The question of whether the growth 
was malignant or nonmalignant could 
only be determined after its removal 
and sections made. If it was merely a 
well defined detachment of the retina, 
it would exclude the possibility of enu- 
cleation. Sarcoma of the retina Was 
exceedingly rare; he had never seen 
one, and they saw as many intraocular 
tumors at the Chicago Eye and Ear In- 
firmary as in any part of the world. 
These tumors usually spring from the 
tissues in the region of the ciliary body, 
or at the junction of the choroid with 
the disk. In other parts they are very 
rare. The translucency of the mass, 
the lack of vascularization makes one 
skeptical. 

Dr. Robert von der Heydt related 
some of the experiences in relation to 
cases of intraocular tumor. Eleven 
years ago he refracted a girl whose vi- 
sion was normal in each eye. Nine 
years ago he refracted her and could 
not raise her vision beyond 20/100 in 
one eye. On investigation he found 
melanosarcoma in the roof of the eye. 
This diagnosis was verified by Dr. 
Phillips and by Dr. Montgomery. Two 
weeks later he enucleated the eye. 

Within the last two years he saw a 
case of detachment of the retina where 
there was a pigmented proliferation in 
the detached zone, there was reapplica- 
tion and redetachment; and he had 
seen it go through three or four of such 
changes in the pigmented zone. 

Within the last month he saw an in- 
teresting case of spontaneous detach- 
ment of the retina, with sudden, un- 
expected reapplication and absolute 
disappearance of the detachment, and 
again last week a redetachment. He 
was inclined to think in connection 
with Dr. Nance’s case, in view of the 
possibility of sarcoma, its danger to 
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life, and because of the blindness, enu- 
cleation should be advised. 

As to the value of the Wassermann 
test in this case, a positive Wasser- 
mann can be due to a malignant 
growth. In a nonsyphilitic, he has re- 
cently seen such a reaction due to a 
very small carcinoma on the tip of the 
tongue. 

Retrobulbar Neuritis Due to Syphilis. 

Dr. Tuomas FairtH reported the case 
of a man aged 45, painter and paper 
hanger, first seen on Jan. 21st, 1918. 
Patient complained of losing vision for 
two or three months. R. V. 6/200, 
L. V. = fingers at 3 feet. General 
health good except previous to 10 years 
ago when he suffered from rheumatism 
for a period of 2 or 3 years. Patient 
denies lues but has a distinct adenop- 
athy and scar on penis; has been ex- 
posed to fumes of wood alcohol a num- 
ber of times but never made sick or 
prostrated. For the past 5 or 6 years 
has been working as boss in a gang of 
paper hangers. There is no family his- 
tory of blindness. 

Both optic nerves have the appear- 
ance of a postneuritic atrophy; i. e., 
they are pale but not excavated. Pa- 
tient complains of no pain but a feeling 
of soreness when he moves the eyes 
about, in extreme excursions. Has a 
well marked central scotoma for red 
and green in right eye; sees white yel- 
low and blue in the central part of the 
field, but form field is contracted. In 
the left eye, sees only yellow, blue and 
white over a very limited area, to nasal 
side of the central fixation point. He 
can occasionally distinguish red with 
a 15 mm. square in the lower nasal 
quadrant about 15° or 20° from the fix- 
ation point. No symptoms of tabes or 
lead poisoning. Patient not a smoker, 
and only a very moderate drinker. 
Urine analysis negative. On January 
4th, first fields were taken and condi- 
tion above stated was found and 
charted. 

Patient was put upon calomel % gr. 
doses for a few days. This was fol- 
lowed by a saline, and later Turkish 
baths on Jan. 29th. After two Turk- 
ish baths R. V.—= 20/160, L. V. = fin- 
gers at O feet. K.I. then ordered. Be- 


gun with gr. x and increasing to gr. 
xxx t. i. d. Patient seen again Feb. 4th. 
R. V. = 12/20, L. V. = fingers at 5 
feet; sent to Michael Reese Hospital. 
On Feb. 6th, complete nervous exam- 
ination by Dr. Sidney Kuh, who re- 
ported nervous system negative. Was- 
sermann made at this time showed 
blood + +; spinal fluid + + + +; 
count normal. At this time R. V. = 
7/200, L. V.= fingers at 3 feet. Patient 
put on inunctions of 31 of ung. 
hydrarg. per diem; also saturated so- 
lution of K. I. beginning with drops xv 
and increasing 3 drops each day. This 
was continued for six days, when 6 gm. 
novarsenobenzol was given intraven- 
ously. Vision seems slightly improv- 
ing. On Feb. 17th, R. V. = 13/200, 
L. V. = fingers at 6 feet. 

We are all more or less familiar with 
the typical toxic amplyopias, the chief 
symptoms of which are reduction of 
vision, with relative central scotoma, 
with or without ophthalmoscopic 
changes. The ophthalmoscopic changes 
when present usually only amount to 
blurring of the disk margins and pallor 
of a sector of the temporal side of the 
nerve head, when the case was recent, 
or which might give the entire disk an 
atrophic appearance if the case was an 
old one. 

Authorities state that hereditary op- 
tic atrophy may occur either with or 
without central scotoma; that multiple 
sclerosis frequently has as one of its 
symptoms a retrobulbar neuritis, and 
that atrophy with or without central 
scotoma may be one of the very earli- 
est symptoms of tabes or general pa- 
resis, sometimes antedating all other 
symptoms by many years. 

Nonne records the existence of ret- 
robulbar neuritis in syphilis and calls 
attention to the fact that the disease 
does not necessarily run a uniform 
course in both eyes. Alexander states 
that these cases are usually cases of 
perineuritis affecting the periphery of 
the optic nerve and thereby causing the 
central disturbance, since the peri- 
pheral fibers go to the macular region. 
Real cases of retrobulbar neuritis, if 
unrelieved, degenerate into atrophy; 
and Nonne among others, believes that 
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cases of isolated optic atrophy of lu- 
etic origin do occur, which never do de- 
velop into tabes, general paresis or 
multiple sclerosis. But this can always 
be questioned. The question that nat- 
urally occurs to one in the presence of 
such a case is: Is this case one of ret- 
robulbar neuritis resulting from the 
toxemia of lues, or is the optic nerve 
lesion but the forerunner of one of the 
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grave diseases of the central nervous 
system which occur in syphilis? 


Discussion.—Dr. E. R. Crossley 
stated that a retrobulbar neuritis, with 
a few exceptions of direct infection, 
may be said to result from an acute or 
chronic absorption of toxins, generated 
either within the body or coming from 
without. 


DIFFERENTIAL ETIOLOGY. 


Acute Retrobulbar Neuritis. 


Absorption Acute. 
Toxins generated within body. 
Toxins of infectious diseases. 
Acute diseases. 


Influenza, Diphtheria, Malaria, Scar- 
let Fever, Rheumatism, Syphilis. 


Injuries to the orbit and extension 
of inflammations and diseases 
from the accessory sinuses. 


Chronic diseases. 


Absorption from without the body. 
Drugs, Chemicals and Metals, 
Alcohol and Tobacco, 

Lead. 


Disseminated Sclerosis. 
Acute Myelitis. 


Chronic Retrobulbar Neuritis. 


Chronic or continued. 


Toxic Amblyopia. 


Chronic or continued, 


do. 
do. do. 
Chronic Diseases. Chronic diseases, 
Uremia of Nephritis, Malaria, do. 
T. B., Auto-Intoxication, Dia- do. 
betes and Syphilis. do. 
Alcohol and Tobacco. do. 
Lead, arsenic, carbon-bisulphide, do 
iodoform, quinin, wood alco- do. 
hol, nitro and dinitro-benzol, do. 
cannabis indica. 
Uncertain vision. 
Reduced central vision. 
Central Scotoma for 
Red. 
do. 
do. 
DIFFERENTIAL SYMPTOMATOLOGY. 
Chronic Retrobulbar Neuritis. Toxie Amblyopia. 


Acute Retrobulbar Neuritis. 
Vision. 
Rapid loss. 
Loss may be partial or complete 
(1 week). 


Pain. 
In orbital region and on pressure 
and movement of the eye. 


External appearance. 
Unchanged. 
Ophthalmoscopic examination. 


Hyperemia of nerve head and hazy 
disc margins. 
Constricted arteries and distended 
veins. 


Central Scotoma, early course. 

Vision may return to normal or 
remain much impaired. 

Papillo-Macular Bundle of fibers 
in early stage are involved—may 
involve entire field. 


Gradual loss. 
Central Scotoma for Red and 
Green—Relative or absolute. 


Not present. 


Not present. 


Unchanged. 
Unchanged. 
do. 
Nothing abnormal in earlier stage. 
Later temporal side of disc is 
pale. Rel. Cent. Scotoma 
Later. 
Central Scotoma Later, Diminu- Diminution of field 
tion of field and scotoma may and scotoma may 


persist. 


or may not persist. 


Papillo-Macular Bundle of fibers do. 
involved later stages. ry 


| | 

| 

| 


| 
| 
| 


SOCIETY PROCEEDINGS 441 


Dr. Crossley stated that sudden 
changes in vision characterize acute at- 
tacks. These attacks may take place 
within a few days to the extent that all 
perception of light is absent. A dull 
pain in the orbital region is a charac- 
teristic symptom, and pressure on the 
eyeball or any movement of the eye by 
the patient tends to aggravate the 
symptom. Acute attacks are more com- 
monly unilateral and may come from 
direct attacks of infection, as in the or- 
bital infections, possibly from some of 
the acute infectious diseases. 

The vision fails gradually in the 
chronic form of retrobulbar neuritis 
and varies from a slight disturbance to 
an entire loss of central acuity accord- 
ing to the scotoma. As a rule, there is 
more disturbance for color than for 
form, therefore, the characteristic sco- 
toma for red and green. In later 
stages of the disease the scotoma 
which was at first relative, becomes ab- 
solute and increases, involving the peri- 
pheral field. In the central scotoma 
the red and green colors are the first 
to disappear. In most cases the cen- 
tral portion of the field is affected or 
that part supplied by the papillo-macu- 
lar bundle of nerve fibers, although in 
an occasional case complete blindness 
may develop. A retrobulbar neuritis is 
an early sympom of disseminated scle- 
rosis. 

The treatment of these cases is the 
treatment of the disease causing the 
neuritis, and the withdrawal and elim- 
ination of the toxin producing it. 

Discussion.—Dr. Nance stated that 
every ophthalmologist came in contact 
with cases of retrobulbar neuritis of 
obscure origin. Dr. Crossley had men- 
tioned some 20 diseases that might be 
responsible for retrobulbar neuritis. 
The speaker desired to mention one 
case that came under his observation 
within the last six months, end he 
hoped that at some future meeting of 
the Society he would be able to report 
it in detail. The patient was a man, 53 
years old, a newspaper writer of na- 
tional reputation, who, after attending 
a baseball game the latter part of Oc- 
tober, noticed the next morning that 
his vision was very much reduced. 


This reduction in vision increased from 
that time until the following morning 
when he was absolutely blind in both 
eyes. 

Ophthalmoscopic examination showed 
the media perfectly clear. Three days 
later neuritis developed in one of the 
eyes; there was quite marked swelling 
of one of the discs which, within two 
or three weeks, became very pale and 
there was distinct atrophy. 

For a period of ten days the patient 
was absolutely blind. There was no 
perception of light. At the end of about 
the tenth or eleventh day a little vision 
returned, and about a week or ten days 
later he was able to read; he had about 
15/200 in the eye in which there had 
been no ophthalmoscopic changes. In 
the eye showing atrophy vision was 
afterwards fingers about three or four 
feet. 

The man gave absolutely no history 
of any of the poisons that were usually 
looked for as productive of this condi- 
tion. The Wassermann test was abso- 
lutely negative. The tuberculin test 
was negative. The patient had a num- 
ber of healthy children, all of good hab- 
its; and the only cause that the speaker 
could attribute the trouble to was the 
possible one of so-called autointoxica- 
tion. Following this ball game the pa- 
tient and two or three of his friends 
went to a restaurant in a down town 
district and ate a large steak two or 
three inches thick, with some boiled 
cabbage, drank two or three glasses of 
beer, and really made a hearty dinner. 
Whether this had anything to do with 
the production of an acute systemic 
condition like this he did not know. 

Patient was under observation for 
three weeks a part of the time in the 
hospital, where he was examined by 
Dr. E. B. Hutchinson, Dr. Archibald 
Church, Dr. Kanavel and one or two 
other observers. Shortly after this the 
patient left the city and had been visit- 
ing with his son in Kansas City. As 
soon as the patient returned to the city 
again, he would try and get his field 
of vision and present the history of the 
entire case to the Society. 

Dr. Oliver Tydings said that Dr. 
Crossley in his citation of causes left 
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out one of the most important, namely, 
next to syphilis in the production of 
retrobulbar neuritis was tubercular 
conditions. The diagnosis in some 
cases of retrobulbar neuritis is exceed- 
ingly difficult. In one of the first cases 
that came under his observation the 
cause was tubercular. The patient was 
a woman whom he saw when engaged 
in general practice. He operated on 
her for hemorrhoids, and in the course 
of this work he was requested to make 
a vaginal examination to see what was 
in the pelvis, as undoubtedly there was 
some disease located there. The woman 
was almost exsanguinated from the 
loss of blood from the bleeding hem- 
orrhoids. He advised operation later. 

He did not see any more of this woman 
for some years. The next time he saw 
her he had abandoned general practice 
and was going east to see his father 
who had been taken ill. He advised the 
woman to consult a surgeon. This she 
did, was operated on, and the report 
from the surgeon was that she had a 
tubercular right tube and ovary. Three 
or four years later the patient came 
under the speaker’s observation with 
retrobulbar neuritis of tubercular ori- 
gin, she had recovered under tuberculin 
therapy. He had not seen the patient 
since, but he sent her to a local oculist, 
she was treated by him, and made a 
good recovery under the use of tuber- 
culin. 

With regard to the Wassermann 
test, he was somewhat skeptical. He 
cited cases which destroyed his confi- 
dence in the Wassermann test. He re- 
called a case (which was also seen by 
Dr. Faith) of retrobulbar neuritis as- 
sociated with other ocular conditions, 
in which he in consultation with an- 
other was advised to remove the eye, 
the consultant believing the condition 
to be malignant. There was a swollen 
disc. The test for tuberculosis gave a 
reaction of one and a half degrees. The 
patient was put on tuberculin, got well 
under it, and has better than 20/30 
vision in the affected eye. 

Dr. Michael Goldenburg regretted 
that Dr. Faith was unable to show his 
case; because he was undecided from 
the description whether it was one of 


retrobulbar neuritis, toxic amblyopia 
or postneuritic atrophy. The speaker’s 
conception of retrobulbar neuritis was 
that there were no ophthalmoscopic 
findings early, but later one could note 


-paleness of the disc at the lower outer 


quadrant, the region occupied by the 
papillo-macular bundle. In that event 
one would get a central scotoma for 
red and green, if due to alcohol or to- 
bacco or in disseminated sclerosis. 
There was hardly ever or never con- 
gestion or tortuosities of the blood ves- 
sels in retrobulbar neuritis or toxic am- 
blyopia. 

One could have disturbances of the 
color field in neuro-retinitis if vision 
was bad enough, because red and green 
were the first colors to be lost so that 
central scotoma for red and green was 
possible. If it was toxic amblyopia, it 
was purely a parenchymatous degener- 
ation. If it was a neuritis luetica it 
was interstitial. In interstitial neuritis 
antiluetic treatment would be of ex- 
treme value. In toxic amblyopia, degen- 
eration of the parenchyma of the nerve 
fibers, there would be little or no im- 
provement under antiluetic medication. 
If it was a toxic amblyopia on top of a 
luetic neuritis, the treatment for lues 
was indicated. 

The treatment for toxic amblyopia 
was essentially abstinence from the use 
of tobacco and alcohol. Injections of 
strychnia in conjunction with nux vom- 
ica per orum were of doubtful value. 
He had seen many cases get well with- 
out the local treatment. A combined 
condition was not uncommon. An in- 
dividual, who was susceptible to ex- 
cesses of alcohol and tobacco, was sus- 
ceptible also to disease resulting from 
immorality. True cases of toxic am- 
blyopia have a facies that is character- 
istic. The eyeball was not normal ex- 
ternally; the sclera was yellowish; the 
conjunctiva was yellowish, congested 
and appeared rough. A low grade in- 
flammation was present in the conjunc- 
tival vessels, and by lifting the con- 
junctiva one would find the deeper ves- 
sels of the sclera somewhat injected. 

Treatment advocated for primary 
optic atrophy of late was so extensive 
and varied, and in such a state of chaos 
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at the present time, that one hardly 
knows what to do or say. Fuchs defi- 
nitely states that primary optic atrophy 
usually grew worse under antiluetic 
treatment, yet it was resorted to right 
along. 

Dr Faith, in closing, stated that if 
toxic amblyopia was kept up for any 
length of time the patient would have 
retrobulbar neuritis, and if retrobulbar 
neurities was kept up long enough 
there would be a secondary atrophy; 
it would not be the gray atrophy such 
as one would see in tabes. The very 
earliest thing to appear in some cases 
of general paresis of syphilitic origin 
was a retrobulbar neuritis. The ques- 
tion arose, did the retrobulbar neuritis 
begin by poisoning the neuro-macular 
bundle by the toxins of syphilis, or did 
it begin as a neuritis? So far as look- 
ing at the eye and examining the fun- 
dus was concerned, he did not believe 
any one could tell the difference except 
that retrobulbar neuritis was followed 
eventually by pallor of the whole disc, 
if the retrobulbar neuritis went on. If 
one.was able to arrest the process, it 
would end there. 

In the treatment, if the toxic sub- 
stance or substances were not removed, 
whatever they were, one could not hope 
to bring about a cure. 

Mayor H. WorTHINGTON, 
Secretary. 


COLORADO OPHTHALMOLOG- 
ICAL SOCIETY. 
February 16, 1918. 
Dr. H. R. Presiding. 
Results Following Pterygium Opera- 
tion. 

Dr. C. E. WALKER presented Prof. 
C. O. H., upon whom he had performed 
a pterygium operation at the outer and 
inner limbus of each eye. V. O. D. 
20/20 with + 2.50 sph. — + .75 D. Cyl. 
Ax. 20°. V.O.S. 20/20 with + 2.50 D. 
sph. 

Dr. Walker operated by shaving the 
pterygium from the cornea: and under- 
mining the pterygium so as to push it 
back toward the canthus as far as pos- 
sible. He then undermined the con- 
junctiva above and below and made a 


short vertical incision in the conjunc- 
tiva adjoining the limbus above and be- 
low. Three sutures were placed in the 
conjunctiva to bring the horizontal 
edges, made separate by the removal 
of the pterygium, together. He put in 
another stitch so as to bring the con- 
junctiva over the retracted tip of the 
pterygium. This produced atrophy of 
the pterygium and kept it from grow- 
ing back over the cornea. 

Discussion.—Dr. Melville Black em- 
phasized the importance of removing 
all of the pterygium from the cornea in 
each case we operate upon. He said 
he always shaves the tip of the ptery- 
gium off the cornea and includes some 
of the corneal tissue in this if neces- 
sary. He believed too many surgeons 
leave some of the tissue on the cornea” 
and do not get the results they would 
otherwise obtain. 

Dr. G. F. Libby said that several 
years ago he did an operation similar 
to the one described by Dr. Walker. 
By divulsion he cleaned off the ptery- 
gium by using a modified squint hook 
for this purpose. 

Dr. W. H. Crisp stated that the pter- 
ygium extends into the substantia pro- 
pria of the cornea, so that we can’t re- 
move all of this without producing a 
scar. He feels that it is impossible to 
have a perfectly clear cornea after any 
pterygium operation. 

Dr. J. A. McCaw said that he had 
seen a number of Dr. Black’s cases fol- 
lowing the pterygium operation, and 
it was impossible to detect any scar 
of the cornea. 

Dr. C. E. Walker, in closing the dis- 
cussion, referred to a case of opaque 
cornea, after a pterygium operation, 
and said, so far as he knew, all cases 
have some corneal opacity ; altho he be- 
lieved we should make every effort, as 
Dr. Black suggested, to reduce this to 
the minimum. 


Ophthalmia Nodosa. 

Dr. J. A. McCaw presented Mr. A. 
F., age 28. When he was seven years 
of age, a caterpillar was thrown into 
his left eye by a playmate. The eye 
became inflamed and very painful. 
Two days later a physician removed 
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some of the hairs. The eye was not 
used for seven months. At the end of 
this time the patient said he had light 
perception only. For a year and a half 
the eye was quiet, when all of the for- 
mer symptoms returned. The doctor 
attempted to remove more hairs. The 
eye was sore for three months at that 
time. He had the third attack one year 
later. The eye remained quiet until 
he was 12 years old, or three years. At 
that time his attack was the worst of 
all, lasting a year. Two years later he 
had another which lasted 5 weeks, and 
in two years another which lasted two 
months. After a period of quiet for 
three years he had a severe attack, 
then another in 4 years, and then the 
last one. During these attacks he had 
all the symptoms of an iritis. Wasser- 
mann was negative. 

Discussion.—Dr. Edward Jackson 
said the diagnosis of ophthalmia no- 
dosa seemed probable even after 20 
years; altho one naturally thought of 
the possibility of some other etiology. 
In this case the posterior synechia was 
broad, and it looked as if one of the 
lesions, with a caterpillar hair in it, was 
situated in the synechia. Reis, in at 
least one case, has excised a nodule and 
demonstrated a caterpillar hair in the 
nodule. He further stated that the cor- 
neal haze, in this patient, was deep in 
the corneal tissue. 


Dr. Melville Black stated that an iri- 
dectomy may be of advantage. He 
would excise the posterior synechia, as 
it will break loose in this way rather 
readily, and this might relieve future 
attacks, especially if there were a 
nodule in the posterior synechia con- 
taining a caterpillar hair. 

Dr. W. H. Crisp mentioned the fact 
that caterpillar hairs have barbs or 
beards upon them, so they are apt to 
change their position from time to time 
and this was a source of irritation to 
the delicate tissues of the eye. He be- 
lieved, under such circumstances, that 
any irritation of the eye, from general 
conditions throughout the body, can 
more easily produce inflammation of 
the eye than if such an eye were free 
from caterpillar hairs. 


Postoperative Congenital Ptosis. 


Dr. D. H. Coover presented Mr. C. 
M., age 21, following an operation, by 
the Tansley-Hunt method, for congen- 
ital ptosis of O. S. Twelve years ago 
this patient, a ranchman, was kicked by 
a horse over O. S., which produced a 
complete ptosis. Since that time he has 
been unable to raise the lid. The eye 
turned in about 5 mm. owing to the 
loss of power in the external rectus. 
The outward movement extended to 
the median line ; the movement upward 
and downward was very slight. Vision 
nil; lens cataractous, and dislocated 
backwards into the vitreous. The com- 
missure was very narrow. 

Since the operation the lid has re- 
mained up; the palpebral opening was 
almost equal to that of the right eye; 
and, the eye can be closed equally as 
well as the other one. Ten days after 
the Tansley-Hunt operation he tenoto- 
mized the internal rectus and advanced 
the capsule of the external rectus, with 
the conjunctiva, which corrected the 
squint. The patient had an excursion 
outward as well as inward, and some 
movement of the eye up and down. 

Discussion.—Dr. Melville Black said 
we should dissect off all the skin from 
the pedicle used in doing the Tansley- 
Hunt operation. Thru some oversight 
this was not emphasized in Wood’s En- 
cyclopedia of Ophthalmology. Rather 
recently he had had the pleasure of 
seeing two cases operated by Dr. A. E. 
Davis, of New York City, and he in- 
cised entirely thru the upper lid in do- 
ing an operation for congenital ptosis, 
and excised completely the semilunar 
area in the upper lid, the size of which 
was determined by the amount of pto- 
sis to be corrected. The edges were 
then sutured with black silk. Dr. 
Davis has obtained good results by this 
operation. 

Dr. C. E. Walker stated that we 
should use the frontalis muscle if we 


expect to get the best results in any 


case of congenital ptosis. He also fa- 
vored excising a section of the orbicu- 
laris muscle. If necessary he lets the 
operation for excision of the orbicu- 
laris muscle heal; and then forms a 
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pedicle and sutures it in place, as he 
can sometimes get a better result by 
doing this as two operations instead of 
one. 


Result Following Extraction of Steel 
from Vitreous. 

Dr. W. C. BANE presented Mr. C. A. 
C., age 27, boiler maker. On January 
3rd, 1918, a fellow workman struck an 
expander with a hammer and a chip 
of metal struck O. D. On January 
4th, the vision was “hand as object at 
one foot.” There was an oblique cut 
in the lower nasal quadrant of the cor- 
nea 4 mm. in length and a rent in the 
margin of the iris. The lens capsule 
was broken and the lens partly opaque. 
The visual field was manifestly good. 
The test with the sideroscope was nega- 
tive. The X-ray located the foreign 
body 15 mm. back of the center of the 
cornea and 6 mm. above the horizontal 
meridian. Under local anesthesia the 
foreign body, a bit of steel 1x4 mm., 
was removed by the hand magnet, 
thru an incision into the eyeball at the 
temporal margin of the superior rectus 
muscle and 12 mm. back of the cornea. 
Very little reaction followed the oper- 
ation. The lens has partly disappeared 
since the removal of the steel and vi- 
sion equaled good light perception and 
projection, with slight circumcorneal 
injection six weeks subsequent to the 
injury. 

Discussion.—Dr. Melville Black said 
he didn’t believe the lens was 
being absorbed, even though the 
light perception, according to Dr. 
Bane, was better than a month ago. 
The cataract could not be absorbed 
without some further operative inter- 
vention. He would not stir this eye 
up, by needling it, as there was some 
injection. But he would use atropin 
until the eye has become quiet, and un- 
til after all the medical and surgical 
treatment has been carried to comple- 
tion. 

Dr. C. E. Walker said when a lens 
has been injured by a foreign body, 
such a patient should be watched be- 
cause of the danger of secondary glau- 
coma. He would seriously consider 
the extraction of the lens if the tension 


tends to become elevated. He would 
not interfere so long as the patient does 
well under the former treatment. 

Dr. Black said the injured lens will 
keep up a slow uveitis with diminished 
tension. This should be avoided if we 
are to obtain the best results. He was 
in favor of making a corneal incision, 
opening the lens capsule, and washing 
out all of the lens debris, so as to finish 
this at one time, as soon as the eye will 
permit. 

Corneal Ulcer. 


Dr. BANE presented Mr. E. A. B., 
age 26. The left cornea was injured 
2 years ago by a bit of steel. An 
opaque spot, below the center of the 
cornea, remains. About Jan. 26, 1918, 
3 weeks after acute rhinitis, the opaque 
spot broke down. A leash of vessels 
from the lower margin of the cornea ex- 
tended into the ulcer. The ulcer was 
inclined to spread and was slow to 
yield to treatment. Finally it was stir- 
ulated to heal by applications of 2% 
yellow oxid of mercury. There was 
a history of tuberculosis. 

Discussion.—Dr. Melville Black said 
he saw this case, in consultation, the 
next day after the yellow oxid of mer- 
cury ointment had been used; and he 
thought the cornea was anesthetic, but 
it proved not to be. The corneal nu- 
trition was good, due to the leash of 
vessels extending from the limbus to 
the ulcer. 

Superficial Corneal Haze. 

Dr. BANE presented Mr. P. J. O’'M., 
age 27, fireman. On February 9th, 
1918, he developed a shallow marginal 
ulcer on the upper nasal quadrant of 
the left cornea. V. O.S. 20/40. From 
day to day there has been a change in 
the broken epithelial layer as it stains 
with fluorescein. There has been very 
little irritation of the eye. The interest 
has centered in the changes in the cor- 
neal epithelium. The conjunctiva has 
not been healthy. 

Discussion.—Dr. F. R. Spencer 
stated that this was a case of epithelial 
dystrophy, as the haze was very super- 
ficial and took the stain so as to dem- 
onstrate that only the corneal epithe- 
lium was involved. 
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Scleral Tuberculosis. 

Dr. H. R. Stitwitt presented a 
woman, age 52, mother of ten children, 
with the following history: Last April 
O. S. became red and painful, with di- 
minished vision and photophobia. The 
corneal opacity has remained since. She 
was treated by a general practitioner, 
and no further record of the case has 
been obtained. V.O.S. 1/60. A few 
vessels were present and one pin point 
deposit, probably of calcium, showed 
in the cornea. Six weeks ago O. D. 
became inflamed. There was a scleritis 
entirely around the limbus. The cor- 
nea was hazy and the iris muddy. 
There were posterior synechia, with a 
slight exudation in the pupillary area. 
The tension was approximately —1.5, 
but the eye was not tender. 

Discussion.—Dr. J. A. Patterson 
said this inflammation must be due to 
some general disease. He was im- 
pressed by the diminished tension of 
each eye. He would seriously consider 
tuberculosis, and treat it as such. 

Dr. H. R. Stilwill said this was 
rather a typical sclerosing keratitis, as 
described by Fuchs, and that Fuchs 
gave as causes congenital lues, tuber- 
culosis, rheumatism, etc. 

Dr. C. E. Walker said he had had a 
lady patient, age 23, with an attack of 
scleritis with posterior synechia. Tu- 
berculosis was the only cause found. 
Later the other eye had iritis with focal 
points in the choroid. Under tubercu- 
lin, the inflammation entirely disap- 
peared.* He thought it advisable to do 
an iridectomy when the eye has be- 
come quiet. 


Dr. W. H. Crisp said from the gen- 
eral appearance he thought this was 
very suggestive of tuberculosis. There 
was a small round cell infiltration, and 
it was probably not a case due to focal 
infection. He believed that we should 
not consider the clinical picture so 
much. We should not make our diag- 
nosis based upon the clinical picture, 
but rather upon the etiology. 

Drs. Patterson and Black each em- 
phasized the importance of the admin- 
istration of tuberculin, at least, for di- 
agnostic purposes. 


Uveal Tuberculosis. 

Dr. MELVILLE BLACK made a subse- 
quent report upon a case of uveal tu- 
berculosis, shown at the January meet- 
ing. See March No., p. 341. Two 
days after the January meeting, the 
tension was greatly elevated. The at- 
ropin was stopped and eserin used. 
The pupil remained dilated, however. 
He used a subconjunctival injection of 
sodium citrat, but this was followed 
by an intense reaction. He wanted to 
do iridectomy, but knew this would be 
very difficult under the condition the 
eye was in. The high frequency cur- 
rent was used, for 30 minutes, but to 
no advantage in lowering the tension. 

Dr. Edward Jackson saw this patient 
in consultation and advised an iridec- 
tomy. This was duly performed and 
the incision was made with a keratome. 

Immediately the anterior chamber 
completely filled with blood, and it was 
impossible to see the iris. The forceps 
were used three times in an attempt to 
draw the iris out through the wound, 
but each time the attempt was unsuc- 
cessful. The blood clotted promptly 
and was so thick it could not be washed 
out of the anterior chamber. Finally, 
with the fourth attempt, Dr. Black suc- 
ceeded in removing a piece of the iris 
as he happened to be, this time, assisted 
by Dr. J. N. Foster who suggested plac- 
ing the forceps at a little greater an- 
gle. The next day the tension was ele- 
vated as before. Enucleation was seri- 
ously considered by the patient’s hus- 
band, a physician, and Dr. Black. On 
the second day after the operation, 
however, the tension was reduced. The 
blood in the anterior chamber had 
been partly absorbed and the iris was 
found to be present in the wound at 
two points. However, this may be an 
advantage in aiding drainage. 

Discussion.—Dr. C. E. Walker said 
it was very difficult to do an iridectomy 
in such a case. We should use the 
small cataract knife of Lamb’s, and he 
did not approve of the keratome. 

Dr. Black said posterior sclerotomy 
is often a failure, because. of the mas- 
sive vitreous hemorrhage which defeats 
our purpose. 

FRANK R. SPENCER, Secretary. 
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WILLS HOSPITAL OPHTHAL- 
MIC SOCIETY. 
Meeting of April 2, 1918. 


Permanent Hemianopsia Following 
Migraine. 

Dr. WILLIAM CAMPBELL POSEY gave 
the notes of a series of cases in which 
permanent quadrant and hemianopic 
lesions followed so-called migrainous 
attacks. 

Case 1—Mrs. H., age 40. Two years 
prior to consulting the writer after a 
rather prolonged strain upon her eyes 
at near work, and while she was sufter- 
ing from intestinal toxemia, she sud- 
denly lost one-half of her visual field. 
As far as can be ascertained, the outer 
half of the right field of vision was at 
first destroyed. But after a few days, 
peripheral field cleared, and the loss 
was limited to a small section at the 
fixation point in each eye; so that when 
she read she could see but the first half 
of words, and experienced great diffi- 
culty in seeing any small objects upon 
her dressing table. 

This interesting case has been at va- 
rious times under the care of compe- 
tent ophthalmologists and internists, 
but despite all the eliminating meas- 
ures which have been undertaken, the 
central loss in her field of vision re- 
mains unaltered. Her error in refrac- 
tion consists of a low grade of hyper- 
opic astigmatism, and with proper 
glasses vision is normal in each eye. 
Her extraocular muscle balance is also 
normal. The eye-grounds are negative. 
Her fields of vision show no limitation 
in the peripheral field, but definite 
hemianopic defect& at fixation in each 
eye, the scotomatous areas extending 
from fixation to the right. 

The patient has always had a poor 
digestion and for years has been under 
care for intestinal toxemia. Prior to 
the attack which resulted in the perma- 
nent loss of vision, she had repeatedly 
suffered from migrainous seizures, al- 


- Ways associated with head pain. Scin- 


tillations of light accompanied some at- 
tacks, in others hemianopic blindness 
was the only symptom present. At 
times the blind areas would be on the 
right side, at times on the left. As far 


as she could remember, tho there had 
been repeated attacks of sick headache, 
there had been no visual obscurations 
since the permanent areas of hemianopic 
blindness manifested themselves. 

Case 2.—Mrs. E., age 46. Subject 
to migraine for many years. Follow- 
ing an unusually severe attack, there 
had persisted a right lateral homony- 
mous defect in the upper quadrant of 
the fields of vision in each eye. 

Case 3.—Mrs. B., age 33. Right ho- 
monymous hemianopsia with preserva- 
tion of a small area in extreme peri- 
phery of the right field followed by a 
severe attack of pain in the left side of 
the head, and accompanied by loss of 
sensation and motion in the right arm 
and leg. Sensation returned in the 
paralyzed side about two hours after 
the attack and motion some time later, 
but the visual defect persisted. 

Dr. Posey referred to a number of 
other cases which he had found in the 
literature on this subject and to which 
he had referred in a paper before the 
Section on Ophthalmology of the Bal- 
timore City Medical Society in 1915. 

Dr. Posey said that there is ample 
evidence in the literature to the effect 
that migraine may be the inciting cause 
of organic brain disease, and that an 
area of softening of the brain may fol- 
low, which may manifest itself by a 
permament paralysis, aphasia or hemi- 
anopsia. While such lesions usually 
occur in individuals who are predis- 
posed in consequence of disease of the 
walls of the blood vessels, it would 
seem that in certain cases the vascular 
lesions may occur in young persons 
and even in some adults with healthy 
vessels. Caution, however, must be 
observed in ascribing even an exciting 
role to migraine in cases of organic 
brain disease, as it is not unlikely that 
independent disease of the blood ves- 
sels is responsible for the resultant 
symptoms, and the migraine merely 
coincident. 

As bearing upon Case 1, Dr. Posey 
gave the notes of another case already 
reported by him, in which right ho- 
monymous hemianopsia, which was 
confined to the macular regions, fol- 
lowed an apoplectiform seizure in an 
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arthritic male 50 years of age. He re- 
called that this defect in the visual 
fields in association with cerebral dis- 
ease was first called attention to by 
Mills, in 1898; and that Wilbrand, in 
1907, reported eight cases observed by 
him and gave a detailed analysis of the 
condition. This latter author is of the 
opinion that the scotomas under con- 
sideration appear when an end artery 
in or near the cortical center of the 
visual area becomes occluded, and be- 
lieves that the calcarine artery is the 
vessel chiefly involved. 

Dr. Posey also gave the notes of a 
case of recurrent oculo-motor palsy, or 
ophthalmoplegic migraine  (Char- 
cot), which had recently been under 
his care. This unusual affection of the 
central system occurred in a girl 13 
years of age, the first attack with im- 
plication of the eye muscles occurring 
when she was but 6 years old. Accord- 
ing to the statement of the mother, the 
first attack was attended with severe 
head pain, following which the left eye- 
lid drooped and the patient complained 
of double vision. The left eye also de- 
viated outwards. There had been five 
recurrences of these symptoms, the 
paralysis in each instance passing away 
in from 10 to 14 days. No unusual 
visual phenomena attended any of 
these attacks. Her general health has 
been poor and an examination of her 
blood revealed marked chlorosis. 

Dr. Posey referred to a second case 
reported by him and Dr. Spiller in 1905, 
namely, that of a physician 31 years of 
age, who presented almost complete 
ptosis of his right upper eyelid and a 
paretic condition of the inferior oblique 
and the internal rectus muscle of the 
same eye. His ocular symptoms dated 
from 14 years of age, when the patient 
began to suffer from spells of dimness 
of vision, associated with flashes of 
light upon the side, and followed by 
headache and nausea. These seizures 
apparently were typical attacks of mi- 
graine. They occurred upon both sides 
of the head and were brought on by 
gastric disturbances, overuse of the 
eyes, and general fatigue. At the end 
of two years the character of the at- 
tacks changed as the spectra disap- 


peared, tho the pain in the head and 
the gastric symptoms still persisted. 
While in attendance at the medical 
school, the pain in the head was almost 
constantly present, especially over the 
right eye, which led him, as mentioned 
above, to seek relief from glasses. His 
health is otherwise good. 

Ten months before he came under 
the observation of the speaker, after 
continuous professional work of more 
than usual severity, following an at- 
tack of pain in the right eye which had 
persisted for a few days, he saw double 
for the first time. He is unable to say 
whether the attacks of migraine had 
been more aggravated just prior to the 
attack of diplopia than usual, but he is 
confident of the preceding pain in the 
eye without the migrainous ‘symptoms. 
At the time of the attack the double 
vision was more marked when he 
looked to the left and above, but there 
was no ptosis. This diplopia persisted 
several weeks and then gradually 
passed away, leaving no apparent ocu- 
lar disturbance, his eyes giving him no 
further trouble until July, when a re- 
turn of the double images was again 
remarked. The double images were of 
much the same character as in the pre- 
ceding attack, but there was the addi- 
tional symptom of the drooping of the 
upper lid of the right eye. At first the 
ptosis was intermittent, but in the 
course of a few weeks it became per- 
manent and almost complete, until No- 
vember Ist, when the lid raised for sev- 
eral days, but dropped again, however, 
and the eye remained closed until No- 
vember 24th, when the lid again raised 
and resumed its natural appearance and 
so continued one week, when it began 
to partially droop, in which condition 
it still remains. 

On account of the unusual course of 
the palsy, the attack of diplopia six 
months previous to the onset of the 
present palsy being also occasioned in 
all probability, as judged by the posi- 
tion of the double images, by an involve- 
ment of the right oculomotor nerve, it 
was thought best to ascertain whether 
there existed any further involvement 
of the nervous system. The patient 
was accordingly examined by one of 
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us (Dr. Spiller), who found that he 
closed his eyelids well, drew up the 
corners of his mouth fairly well to- 
gether, but not very well separately. 
The tongue was protruded straight, 
was moved freely, and showed no fibril- 
lary tremors. The masseter contracted 
well on both sides. Sensation for touch 
and pain was normal in the two sides 
of the face. 

He had no weakness of the limbs. The 
patellar reflexes were prompt but not 
excessive, and the right was a little 
prompter than the left. The Achilles 
jerks were prompt but not excessive, 
and he did not have ankle clonus. Sen- 
sation for touch and pain was normal 
in the hands and feet. The gait and 
station were normal with the eyes open 
or closed. He had possibly an area of 
slight hypalgesia on each side of the 
thorax about the nipple line; this, how- 
ever, was not positive, and tactile sen- 
sation here was normal. 

The patient when questioned gave 
further information regarding the at- 
tacks that he had had when he was 
about fifteen years of age and later. 
In these he would become completely 
blind, and would not recognize an ob- 
ject across the room, although he could 
see light faintly. These attacks lasted 
about half an hour, and were followed 
by severe headache. During the blind- 
ness he saw flashes of light. The blind- 
ness disappeared before the headache 
developed. He had not had any of 
these attacks during the past ten years. 

Dr. Posey referred at some length to 
the literature on the subject of oculo- 
motor paisy and said that Mobius as- 
sumes that the lesion is at the base of 
the brain and combats Charcot’s opin- 
ion that the periodic oculomotor palsy 
is a form of migraine (migraine oph- 
thalmoplegique), and he believes the 
migraine is only symptomatic, as it 
may be in epilepsy or in paretic demen- 
tia. Migraine may cause oculomotor 
palsy, but in periodic oculomotor palsy 
the lesion causes the palsy and the mi- 
graine is an aura. How migraine may 
cause the palsy is unknown. In most 
cases of periodic oculomotor palsy the 
paralysis occurs in the first attack. 

In the cases in which a necropsy has 


been obtained, basal hemorrhagic 
pachymeningitis was found in one 
case, a tubercle, a fibrochondroma, and 
a neurofibroma in others. Oppenheim 
thinks that the periodic oculomotor 
palsy is related to migraine, as Char- 
cot believed, and dependent upon vaso- 
motor disturbance. Spasm of the ves- 
sels obstructs the blood supply and 
causes the paralysis, or overfilling of 
the vessels compresses the nerve. At- 
tacks may occur without permanently 
injuring the nerve, but finally degener- 
ation and inflammatory changes occur 
in the nerve and the paralysis persists. 
Such vascular disturbances may cause 
exudative processes or tumor. The 
symptoms may be progressive, or may 
be arrested, or may disappear. 

In the report of the case cited, Dr. 
Spiller pointed out that some very im- 
portant distinctions will be noticed be- 
tween the descriptions of Mébius and 
Oppenheim. A _ lesion may readily 
cause a paralysis of only certain 
branches of the oculomotor nerve, even 
though it be a tumor at the base, and 
a partial palsy should not be sufficient 
reason for exclusion of a cause. Dr. 
Spiller also said that one must always 
remember that a recurrent oculomotor 
palsy may be the first sign of a general 
organic disease of the nervous system, 
like tabes or multiple sclerosis, but in 
the case reported no sign of such dis- 
ease could be found. 

Discussion.—Dr. Zentmayer said 
that among other phenomena of oph- 
thalmic migraine are the phosphenes 
and other sensory irritation symptoms, 
such as the so-called fortification spec- 
tra. Also the presence, in the blind 
area of the field, of visual hallucina- 
tions. He believed that Dr. Posey him- 
self had once reported a case in which 
the patient saw a bull’s-eye in the 
hemianopic blind field. 

A rare field defect noted by Dr. Zent- 
mayer in a man 45 years of age, who 
had been subject to migraine since 
childhood, was a temporary ring sco- 
toma in both fields. Later the defect 
became hemianopsic in one eye, but 
retained its half-ring form. The pa- 
tient died from pneumonia about a year 
subsequent to these observations. 
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Epithelial Dystrophy of Cornea. 

Dr. WM. ZENTMAYER presented a 
case of Epithelial Dystrophy of the 
Cornea. The patient, who was seen at 
Wills Hospital, was a woman 65 years 
of age. Her vision had been slowly 
failing for about one year. There was 
no history of inflammation nor was she 
engaged in any occupation irritating to 
the eyes. Her general health was ex- 
cellent. Vision, O. D. 15/30, O. S. 
15/200. 

In each cornea there is an ovoid area 
measuring 6 by 8 mm., in which the 


corneal epithelium is cloudy and pre- 
sents in places dart-like elevations, 
which catch the light in oblique illu- 
mination and look almost crystalline. 
The cloudiness is due to pin-point 
opacities. The small elevations are 
probably due to changes in Bowman’s 
membrane. The cornea is not anes- 
thetic. The fundus is normal. In the 
skin of the lids there are patches of 
xanthelasma. The Wassermann is neg- 
ative. The von Pirquet is strongly 
positive. 
Haroitp W. How, Secretary. 


SHORT ABSTRACTS. 


Marin.—Papilledema and Lumbar 
Puncture.—(La Clinique Ophtalmolo- 
gique, July, 1917.) 

The majority ‘of authors give the 
etiologic factors of choked disk in the 
following order of frequency: Tumors, 
syphilis, tuberculosis, hydrocephalus, 
hemorrhages, and abscesses. However 
the author has in his experience found 
tuberculous meningitis the most fre- 
quent cause, followed by hydrocepha- 
lus, tumors, etc. 

He reports three cases in detail 
which show the beneficial results of 
many lumbar punctures in the tuber- 
culous variety of meningitis, perform- 
ing this operation fifteen times in one 
case. He feels that the favorable ac- 
tion is due not only to the elimination 
of the toxins (Leber’s theory); but 
also to the increasing of the intracra- 
nial circulation which gives more nu- 
trition, and is the principal defense 
against the infection. 

Lumbar puncture is a much simpler 
procedure than trephining and callosal 
puncture, and if it proves insufficient 
the more radical procedures may then 
be instituted. The amount of fluid re- 
moved depends upon the age of the 
patient and the decrease in the swelling 
of the disk, the latter being the best 
guide. Generally 20-30 cc. will suffice 
in adults. The only medication used 
with benefit has been small but fre- 
quent doses of mercury which possess 
a tonic stimulating action in tubercu- 


losis lesions especially when the visual 


apparatus has been attacked. 
J. S. W. 


Cabaut, J. A—Two Cases of Filaria 
Loa.—(Boletin de la Sociedad de Op- 
talmologia de Buenos Aires, v. 4, p. 33. 


This paper gives a report of two cases, 
in the first of which the author was 
able to remove the parasite which was 
moving freely under the skin of the in- 
ferior lid by means of a threaded needle 
passed through the skin around the 
vermes and tied quickly, in order to 
capture it. A small incision on the 
skin allowed a forceps to catch and pull 
the parasite, which came out intact. It 
was six centimeters long by half milli- 
meter wide. Under the microscope it 
proved to be a Filaria Loa. 

Another parasite was removed some 
days afterward from under the con- 
junctiva of the same eye. As it moved 
very quickly, Cabaut was only able to 
catch it with a forceps through the con- 
junctiva. In making the incision the 
vermes was cut in two parts and only 
the caudal end extracted. 

Examination of the blood of this pa- 
tient during day time showed great 
quantities of embryos surrounded by a 
sheath. Marked eosinophilia. 

In the second patient the parasite 
was also seen under the conjunctiva 
and the same method of extraction em- 
ployed with partial success, due to the 
swiftness of the vermes. 
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Only six other cases are reported in 
the ophthalmologic literature of Ar- 
gentina; all in patients that, as those 
of Cabaut, have lived in Congo, Sou- 
dan or other places in Africa, where it 
is very common. ws. 

Maxwell, Euphan M. and Kiep, Wal- 
ter H.—Iritis and Cyclitis Occurring in 
Dysenteric Patients—(Brit. Jour. 
Ophth., Feb., 1918.) The writers ob- 
served six cases of iritis or cyclitis in 
patients infected with B. dysenteriae; 
all of these occurred in the Mediterra- 
nean region, and in four of them there 
was arthritis. The histories of these 
patients are given in full and there are 
added the following conclusions: (1) 


Patients suffering from an infection by 
B. dysenteriae (Shiga) may occasion- 
ally develop anterior uveitis as a result 
of this infection, as pointed out by Mo- 
rax. (2) This ocular affection may, or 
may not, be accompanied by articular 
manifestations. (3) The ocular af- 
fections would appear to occur most 
frequently about one month after the 
first signs of involvement of the bowel, 
but may occur as early as the twelfth 
day. (4) The articulo-ocular syn- 
drome corresponds exactly to that oc- 
curring in another affection of a mu- 
cous tract, viz., gonorrhea, as pointed 
out by Garrod. C. H. M. 
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EYE LESIONS OF INFECTIVE 
JAUNDICE. 


The scientific designation “Spiroche- 
tosis Ictero-hemorrhagica,” proposed 
for this disease, is so long and cumber- 
some that in view of the uncertainty 
of the proper name to be applied to 
the causative organism we are still 
justified in using the older names of 
“Febrile or Infective Jaundice” or 
“Weil’s Disease.” It had long been en- 
countered and referred to in medical 
literature as febrile, infective or epi- 
demic jaundice, before Weil in 1886 
described it as a distinct pathologic en- 
tity. Even after that it was classed 
with such varied conditions as typhus, 
typhoid fever, acute yellow atrophy of 
the liver, malaria, poisoning by putrid 
meat, yellow fever and amebic dys- 
entery. 

Altho supposed to be infectious its 
etiology was unknown, the guess of the 
cause most referred to being some form 
of proteus. Since Weil’s description 
of it, sporadic cases and endemics of it 
have been reported from many parts 
of the world. Osler refers to an en- 
demic in Egypt, fatal in ten per cent 
of the cases, but generally it is less 


dangerous. It was recognized in vari- 
ous districts in Japan, and studied by 
a group of Japanese investigators with 
important scientific and practical re- 
sults. In February, 1915, Inada and 
Ito announced that the cause is a spi- 
rochete. The proof of causation by this 
organism is now complete, it has been 
transmitted to lower animals especially 
guinea pigs and rats. The organism 
has been grown in pure culture, its in- 
jection has produced the disease in the 
guinea pig, and the guinea pig inocu- 
lated experimentally has accidentally 
transmitted the disease to man. 


Whether the organism should be 
called a spirochete or whether it should 
be regarded as belonging to a distinct 
genus, for which Noguchi suggests the 
name Lepidospira, will have to be set- 
tled by especial students of micro-bi- 
ology. Examined alive, with dark 
ground illumination, it is seen to move 
very rapidly even thru semi-solid me- 
dia. This power will account for its 


ability to invade the sound skin of the 


guinea pig, even in a few minutes. 
Like the spirocheta pallida, it makes 

its way to all parts of the body; but 

unlike that organism provokes an ade- 


EDITORIALS 453 


quate protective reaction, which makes 
the disease self-limited. By the end of 
30 to 40 days the invader has been ex- 
pelled from the body, and the symp- 
toms that arise later, are the after ef- 
fects of the invasion that has passed. 
Apparently the rat is the carrier. In- 
fected rats have been found in the 
mines of Japan, the trenches of Bel- 
gium and France, the cities and rural 
districts of Southern England, and 
among the mountains of Tennessee. So 
far no intermediary host has_ been 
found, and it is possible for the organ- 
ism to live days outside the body. 

As pointed out by Weekers and Fir- 
ket (see January Journal, p. 50) the 
chief eye symptoms do not arise during 
the more acute febrile stage, except a 
general ocular hyperemia noticed espe- 
cially in the conjunctiva in a large ma- 
jority of cases. But the disease is lia- 
ble to be unrecognized until jaundice 
sets in at about the fifth day. The 
jaundice, which is often slight and may 
be absent, is most noticeable over the 
sclera and has been noted on the optic 
disk. The evidence of more serious 
ocular lesions arises with the second 
febrile reaction about ten days to two 
weeks after the first general symptoms. 
Such lesions are likely to be subacute 
or chronic in form, but they tend to ul- 
timate recovery, generally complete. 

The general tendency to disorganiza- 
tion of the blood and hemorrhage is 
manifest in subconjunctival ecchy- 
moses. Retinal hemorrhage should 
also be looked for. But the most com- 
mon and serious ocular lesions are 
those involving the uveal tract. These 
are reported in from 10 to 15 per cent 
of all severe cases; and may bring the 
patient under the observation of the 
oculist after general convalescence 
has been fairly established. The pupils 
may dilate slowly and irregularly un- 
der atropin, and not at all to cocain; 
altho little other evidence of iritis is 
present. Few synechiae are formed, 
but slight opacities of the vitreous are 
common. 

Neuro-retinitis, optic neuritis and 
retrobulbar neuritis occur in an impor- 
tant proportion of cases. and muscz are 
much complained of. Following exper- 


imental intraocular injections, Hertel 
observed corneal lesions in which he 
found the organisms, as well as in the 
conjunctiva, uveal tract, retina, and op- 
tic nerve. Before the discovery of the 
spirochete Koshichi had observed ex- 
udates and small hemorrhages in, prac- 
tically all parts of the eye, except the 
lens; with the changes most marked in 
the ciliary body and neighboring vit- 
reous. Excessive lacrimation and pho- 
tophobia have also been associated with 
trigeminal neuralgia in some cases. 
Such studies as have already been 
made regarding this disease, beside re- 
vealing on the clinical side a new con- 
dition in which the ocular lesions are 
of practical importance, throw new 
light on the pathology of diseases due 
to invasion by this class of organisms. 


E. J. 


THE AMERICAN OPHTHALMO- 
LOGICAL SOCIETY. 


This is an organization that should 
be better known to the ophthalmolo- 
gists of America. It is the oldest asso- 
ciation in America devoted to a special 
branch of medicine; and with probably 
one exception the oldest society of the 
kind in the world. It has a restricted 
membership, but ophthalmologists of 
good professional standing have always 
been welcome to attend its meetings; 
and many of them have availed them- 
selves of this opportunity and have 
been invited to take part in its discus- 
sions. 

Its Transactions should be familiar 
to all English reading ophthalmolo- 
gists. They can be obtained of the 
Secretary, Dr. Sweet, for a subscrip- 
tion price less than that which they ac- 
tually cost the members; for after they 
are once in type additional copies cost 
but little. Many of the most valuable 
papers on ophthalmic subjects that 
have appeared in the last fifty years 
have been published in these transac- 
tions. Upon them were largely founded 
the scientific reputations of Agnew, 
Noyes, Bull, Norris, Thomson, Harlan, 
Williams, Wadsworth, and Derby. 
Their successors are just as active and 
scientific, and continue a series of oph- 
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thalmic contributions of which any 
country might well be proud. 

The meeting this year at New Lon- 
don, July 9 and 10, will be in a way 
an evidence of patriotism. Some of the 
most active and prominent members 
of the Society have entered the Gov- 
ernment services; and it remains for 
others to close up the ranks and carry 
on its scientific campaign. It is a real 
service to sustain thru this time of war 
every valuable institution of our coun- 
try in peace. This war is being fought 
for the future, and every valuable ac- 
tivity of peace that can be sustained 
unimpaired will add to the significance 
and value of victory. Every member 
of this society can do something to 
support the group of active workers in 
the Surgeon General’s Office who have 
made the Ophthalmological division of 
the medical profession, the best organ- 
ized body of professional men that have 
come to the support of the American 
Government in its struggle to keep the 
earth free for democracy and civiliza- 
tion. 


OUR JOURNAL FORM. 


In an undertaking so largely mutual 
and cooperative as the publication of 
this journal, the reasons for its policy 
should be understood by all concerned. 
So much of the eye-work of the com- 
munity is concerned with the_ printed 
page, that it is especially important 
that every oculist should do some defi- 
nite thinking about the mechanical pre- 
sentation of reading matter. These 
considerations justify devoting a little 
space to this subject. 

In the first place the paper used 
should be permanent. Journal files be- 
come the largest and most important 
part of every medical library. Ophthal- 
mology is relatively a new branch of 
medicine, at least in the development 
of a special literature, but already the 
files of its special journals are assum- 
ing great importance. It was worth 
while to use in our journal a paper 
made from good stock. Such paper is 
more expensive in America than any- 
where else. The price on the amount 
needed for the printing of this journal 


each month, has increased about forty 
dollars since the beginning of the year. 
Such an increase has caused the Brit- 
ish Journal of Ophthalmology to de- 
crease its size from 64 to 48 pages. 
Even this is not too great a sacrifice to 
make for good paper. 

The surface of the paper used for 
such a journal has to be something of a 
compromise. The modern half-tone re- 
production of photographs is most suc- 
cessful on a very smooth “highly-fin- 
ished” surface. For the printing of 
text and diagrams a rougher surface 
serves better and does not give the reg- 
ular reflection of light which is always 
annoying to the eyes. To get the very 
best result with half-tones we have to 
resort to the very smooth paper used 
for plates. But even for the body of 
the journal a paper rather highly fin- 
ished has to be employed, since many 
half-tones need to be printed with the 
text. 

The color chosen accords with the 
fact, established by scientific observa- 
tion and general experience, that for 
black letters, white with a faint tint of 
color from near the center of the spec- 
trum is the best back-ground. The 
cream tinted paper is better than that 
which approaches either blue or red. 
For the same reason the color of the 
cover has been selected. The black 
lettering appears more distinct against 
the yellow, than against a back-ground 
of any other decided color. 

There are equally good reasons for 
using the double column page. At the 
ordinary reading distance a length of 
line of four inches or over requires too 
wide a lateral excursion of the eyes in 
reading it, for the greatest ease and 
comfort. This may be illustrated by 
reading the lines of the headings for 
the departments of News Items or of 
Ophthalmic Literature, and comparing 
these with the matter set in the same 
type but in double column beneath. The 
double column page gives the advan- 
tage of the shorter line with less blank 
paper; and yet affords the large page 
when needed for tables or illustrations. 

There has been complaint as to the 
binding of the journal, and some rea- 
son for it. But the tendency of the 
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paper back to loosen and come off is 
connected with the way in which the 


sheets composing the journal are 
stitched. If this journal is opened 
its pages lie comparatively flat. Be- 


cause they do so it is possible for the 
reader’s eyes to avoid regular reflec- 
tion from the smooth paper. Many 
journals of similar form never open 
flat; but show a roll of each page near 
where they join. Along such a roll 
there is always a band of regular reflec- 
tion that the reader cannot escape. The 
form of stitching the sheets here used 
is more expensive, and the opening to 
lie flat puts a strain on the glue of the 
back that is never put on the back of 
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the journal stitched through with wire. 
But the difficulty with the back is being 
lessened; and the gain of avoiding a 
band of light reflex from the page is 
worth more than what is gained from 
the other form of stitching. 

The form of this journal presents no 
novelty. It is the form which has grad- 
ually been evolved and adopted by 
modern literary journals of the highest 
class. There has been a reason for 
each step in this evolution; and these 
reasons should be known and appre- 
ciated by the ophthalmologist. The 
ocular hygiene of many patients re- 
quires attention to such details. 


E. J. 


BOOK NOTICES. 


AMERICAN ENCYCLOPEDIA 
AND DICTIONARY OF OPH- 
THALMOLOGY, Volume 12, edited 
by Casey A. Wood, assisted by a 
large staff of Collaborators. Pages 
8905 to 9647. Cleveland Press, Chi- 
cago, 1918. 

This book, we may suppose, is 
known to nearly all our readers. But 
this first notice of it in our new Jour- 
nal may dwell a little on the general 
character of such a work. The ency- 
clopedia in its modern development is 
best illustrated by the Eleventh edition 
of the Britannica. It is characterized 
by the bringing together matter related 
to every part of the subject with which 
it deals, and mention of all closely re- 
lated knowledge; the division of its 
matter under a great number of topical 
headings and the arrangement of these 
topics alphabetically. It is a form of 
work almost unknown in medical liter- 
ature. The bulk of so-called encyclo- 
pedias of medicine or surgery lack top- 
ical division and alphabetic arrange- 
ment. They are simply aggregations 
of lengthy monographs, expanded sys- 
tematic text-books; or, if alphabetically 
arranged the topics are so briefly consid- 
ered that they must be classed as dic- 
tionaries rather than encyclopedias. 


There is no work with which this one 


can be compared. Its nearest prede- 
cessors are the Manuel d’Oculistique 
ou Dictionnaire Ophtalmologique, of 
M. Wenzel, 824 pages, 1800; and the 
uncompleted Encyclopedie der Angen- 
heilkunde of O. Schwarz, 848 pages 
(1902-1909). The other books such as 
Norris and Oliver or the Graefe Saem- 
isch that might be thought of in this 
connection are simply collections of 
monographs with no attempt at topical 
division or alphabetic arrangement; 
and cover a much narrower range of 
knowledge. 


The alphabetic arrangement of topics 
is what gives the encyclopedia its value 
as a work of reference. The system or 
monograph does well enough for the 
systematic study of its subject; but it 
is quite inferior as a work of reference 
when the busy ophthalmologist has to 
look up a particular point regarding 
some case he has to deal with or some 
subject that is engaging his thought. 
This is not merely a theoretic distinc- 
tion. In an office well supplied with 
modern ophthalmic literature, The 
American Encyclopedia of Ophthal- 
mology, still incomplete, is more often 
consulted than all the “systems,” etc., 
put together. This work when com- 
pleted will be truly a working library 
in itself. 
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The present volume carries the work 
from Ophthalmology Literature of, 
page 8905, to Phonopticon Crystal, 
page 9647. The longer articles it in- 
cludes are those on Orbit, by James 
Moores Ball; Orbit Injuries of, H. V. 
Wurdemann; and Orbit Operations on 
the, and Tumors of, apparently by the 
Editor, making 85 pages on the general 
subject of the orbit. Ophthalmoscope 
and Ophthalmoscopy, also by the Edi- 
tor, take up 110 pages, and Perimetry, 
by Howard MclI. Morton, 184 pages. 
But perhaps the information that it 
would be practically impossible to find 
in any other work, and which consti- 
tutes an extremely valuable contribu- 
tion to the science of ophthalmology is 
that contained in the section on Para- 
sites, ocular, 95 pages, by Henry B. 
Ward, Prof. of Zoology in the Univer- 
sity of Illinois. For its valuable orig- 
inal articles, as well as for its system- 
atic arrangement of the matter it pre- 
‘sents, the early completion of this work 
is greatly to be desired. B. J. 


GLAUCOMA, A TEXTBOOK FOR 
THE STUDENT OF OPHTHAL- 
MOLOGY, by Robert Henry Elliot, 
M. D., B. S., London, Sc.D. Edin. 
F. R. C. S., Eng. Lt. Col. I. M. S. 
(Retired). Pages 662. With 158 
Illustrations. H. K. Lewis and Co., 
Ltd., 136 Gower St., London, W. C. 
1918. Paul B. Hoeber, New York. 
In these 532 pages of text, Col. Elliot 

has gathered the prevailing views as to 
that symptom complex called by us “glau- 
coma,” has assorted them and eliminated, 
after due study of the vast literature, a!l 
of those which do not agree with his 
designation of the condition; which is a 
result of a number of lesions and which 
is best described in English as “elevation 
of the intraocular pressure.” To this 
conception of the diseased condition has 
been fitted practically all forms of sur- 
gical intervention that have stood the test 
of time. In fact the only successful pro- 
cedures have been those which resulted 
in a filtering scar. 

The Author collates his subject under 
Anatomy and History, Intraocular Pres- 
sure and Tension, Etiology, Diagnosis 
Secondary and Congenital Glaucoma, 


The Medical Treatment, Iridectomy and 
The Newer Operations including  Scle- 
rotomy, Lagrange and others up to 
Sclero-Corneal Trephining. 

_ The Author’s operation with the pre- 
liminary and after treatment is given the 
preference. Chapter X is given to the 
discussion of the filtering scar. 

An appendix describes a New Scoto- 
meter and an Extension of Seidel’s sign, 
which is a characteristic wing-like exten- 
sion of the normal blind spot found in 
glaucoma. 

Although this is the latest word on the 
subject of scleral-corneal trephining yet 
it will not be the last by any means. For 
tho most of us have accepted the pro- 
cedure as the best form of operation, and 
in this category may be included the re- 
viewer; yet there are those quoted in 
the book as doing this operation who 
have recently more or less given it up, 
going to the Lagrange operation or even 
back to iridectomy, on account of un- 
toward results happening in their ex- 
perience. 

It may be permitted for the reviewer 
to remark that Lieut. Col. Elliot’s per- 
sonal experience of what must be now 
2,000 operations without primary or sec- 
ondary infections; and the results 
achieved by others who have followed 
the Author’s technic of thick conjunc- 
tival flaps, indicate that this technic would 
have prevented these ills and would re- 
sult in the practically universal accept- 
ance of the procedure. H. V. W. 


THE STEREOSCOPE IN OPH- 
THALMOLOGY. David W. Wells, 
Professor of Ophthalmology, Boston 
University Medical School. 12mo. 
152 pages, 31 illustrations. Boston: 
Globe Optical Company. 1918. 

The subtitle of this book states that it 
is, “with especial reference to the treat- 
ment of heterophoria and heterotropia, 
designed to accompany the Phoro-Opto- 
meter Stereoscope and the Wells Selec- 
tion of Stereoscopic Charts.” It illus- 
trates the value of concentration of effort 
upon a limited subject in the production 
of a book that shall be of practical value. 
Few books that come to our notice are 
so well adapted to accomplish their ob- 
ject. The author indicates what he has 
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hoped to do by quoting from a reader of 
the first edition as follows: “I have been 
able to master your system of muscle 
training to the point of having gotten 
some very good results, with no other 
instructor than the book itself.” 

The use df the stereoscope in the treat- 
ment of heterophoria and heterotropia is 
alluded to in every treatise on these con- 
ditions, but it is a therapeutic measure 
that has been more alluded to than un- 
derstood or practised. It is to be hoped 
that with clear, concise instructions as to 
methods of procedure this will be 
changed in the future; and this impor- 
tant method becomes truly available 
among the resources of most of those 
engaged in ophthalmic practice. If fu- 
sion training were more generally and 
more intelligently resorted to by ophthal- 
mologists, its value would be recognized 
by the laity; and cases of muscular im- 
balance would come to treatment earlier 
as it became better understood that the 
treatment of squint was not wholly by 
glasses and operation. 


This work, however, is somewhat 
broader than its title might imply. One 
chapter, one-tenth of the book, is de- 
voted to “Musculo-Capsular Advance- 
ment—the Author’s Modification of 
Worth Technic.” It is a chapter that 
can be read with interest and profit even 
by the surgeon whose interest in squint 
has been merely operative. When read 
in connection with its context, a broader 
view even of mere operative technic be- 
comes unavoidable. 


The large clear type and general ex- 
cellence of execution as well as its direct 
clear sentences make this a book that 
will be read with comfort as well as 
profit. E, J. 


TESTS FOR COLOR’ BLIND- 
NESS. By Prof. Dr. Shinobu Ishi- 
hara, Major I. J. A. M. C., Tokyo, 
Handaya, Hongo Harukicho, 1917. 
(Second Notice.) 

This series of sixteen plates is intended 
to quickly and accurately discover con- 
genital color blindness and is in use 
for testing railway employees, candi- 
dates for the navy and others. The il- 
lustrations are in the form of 9 cm., cir- 
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cular areas, made up of a collection of 
still smaller dots varying in size from 
1 to 5 mm. The latter are formed of 
various pinkish, purplish, bluish and 
greenish confusion of colors. The ob- 
jects to be discerned are numerals 
about 5 cm. in height, composed of con- 
fusion colors in this background of dots 
and of lines which may be traced from 
their beginning by the examinee, the 
latter being used for the illiterate. 

The reviewer has had some use of the 
charts and has really been amused by 
the results of the examination in the 
color blind. The use of the Snellen 
red and green glasses for malingerers 
gives this new book or rather “test 
cards” a most prominent place, for cer- 
tainly this supplements the Snellen 
Test in a most effective manner. 

We especially call the attention of 
the Army and Navy Examiners to this 
series of Charts. H. V. W. 


INTERNATIONAL CLINICS. Series 
twenty-eight. Vol. 1. Edited by 
H. R. M. Landis, M. D. Philadel- 
phia. 8vo. 308 pages. Illustrated. 
Philadelphia and London. J. B. Lip- 
pincott Company. 1918. 


The ophthalmologist devoting him- 
self to special practice needs to keep in 
touch with the most important ad- 
vancements in general medicine. <A 
practical way of doing this is through 
this series of quarterly volumes of il- 
lustrated clinical lectures and original 
articles, edited with the collaboration 
of such eminent men as Sir Wm. Osler, 
Frank Billings, Charles H. Mayo, Ru- 
pert Blue, and their colleagues. 


In this volume the departments rep- 
resented in addition to the clinics are 
Medicine, Neurology, Public Health, 
and Surgery. There is also given the 
General Review of Medicine for the 
year 1917. Of especial interest to the 
Ophthalmologist are the lectures on “In- 
juries to Cranium and Brain in War- 
fare,” by Charles Greene Cumston; 
“The Secondary Suture of Infected 
Wounds,” by Dr. W. Estell Lee; and 
the “Treatment of Shell and Gunshot 
Wounds,” by Henri Bigo. 

The “Treatment of Non-Pulmonary 
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Tuberculosis,” by Dr. John B. Hawes, 
and the “Therapeutic Use of Occupa- 
tion” will be of some interest; and in 
the general review of medicine for 1917 
is found brief reference to the impor- 
tant literature of “Infective Jaundice,” 
a condition that we now know to be of 
ophthalmologic importance. E. J. 


CORRESPONDENCE. 
Daylight Screens. 


To the Editor: In my article on “Arti- 
ficial Daylight Illumination,” which ap- 
peared in the March number of the 
AMERICAN JOURNAL OF OPHTHALMOL- 
ocy, the statement was made inadver- 
tently, that “all daylight screens are man- 
ufactured by the Corning Glass works.” 
In this I was misinformed, as I find that 
other firms and notably the National 
Lamp Works of Nela Park, Cleveland, 
have daylight units on the market. The 
medical profession gives a cordial wel- 
come to any device which will aid in the 
conservation of vision, and the writer is 
deeply indebted to the Nela Research 
Laboratory for calling his attention to 
their screen, and to the work of Dr. M. 


CORRESPONDENCE 


Luckiesh in the development of the day- 
light unit. 
LuTHER C. PETER. 
Philadelphia, Pa. 


Technic of Credé Method. 


To the Editor: May I suggest that the 
controversy between Drs. Allport and 
Shastid over the Ophthalmia Neonato- 
rum Law gives undue prominence to the 
remedies and not enough to the technic 
of application? Credé showed many 
years ago, in an extended tabulation, 
(see old files of this journal), that the 
contact drop from the glass rod was safe 
and the medicine dropper unsafe; but 
it is more than doubtful that this is 
known to the average accoucheur. Such 
may be listening (or reading), and he 
should not be led astray by a discussion 
on remedies. For many years I have 
preached the Credé gospel to my col- 
leagues and the nurses in the training 
school, with emphasis on the technic and 
a demonstration of it. The law should 
not name the remedy without proper di- 
rections for its application. 
H. B. Youne. 
Burlington, Iowa. 


NEWS ITEMS 


Personals and items of interest should be sent to Dr. Melville Black, 424 Metropolitan 


Building, Denver, Colorado. 


As these columns go to press on the 30th of the month con- 


tributors should send in their items by the 25th. The following gentlemen have consented 


to supply the News Item Editor with the news from their respective sections: 


Dr. H. A. 


Beaudoux, St. Paul; Dr. Tames A. Black, San Francisco; Dr. V. A. Chapman, Milwaukee; 
Dr. A. E. Davis, New York City; Dr. Robert Fagin, Memphis; Dr. M. Feingold, New Or- 
leans; Dr. Wm. F. Hardy, St Louis; Dr. George F. Keiper. La Fayette, Indiana; Dr. George 
H. Kress, Los Angeles; Dr. W. Holbrook Lowell, Boston; Dr. G. Oram Ring, Philadelphia; 
Dr. Chas. P. Small, Chicago; Dr. George M. Waldeck, Detroit; Dr. Oscar Wilkinson, Wash- 


ington. 
United States shall be covered as well as all 


It is desirable that this staff shall be enlarged until every city of importance in the 
foreign countries. 


Volunteers are therefore 


needed and it is hoped that they will respond promptly to this call. 


DEATHS. 

Dr. C. von Sicherer, University of Munich, 
died recently. 

Dr. John Chase, aged 62, of Denver, died 
May 3rd, 1918, after a protracted illness. 

Dr. I. S. L. Bermann, of Washington, D. C., 
died April 6th, from angina pectoris. 

Lieut. Hugh Tate Moore, M. R. C., U. S. 
Army, Wilmington, N. C., aged 31, died at 
Camp Kearney, San Diego, California, April 
8th from mercuric chlorid poisoning, the drug 
being taken by mistake for calomel. 


CORRECTIONS. 


In the “Honor List” published in the May 
issue were included only the names of those 
in active service in the Army. Those con- 
nected with other branches of the service, as 
the Navy, were not mentioned. Although 
compiled from official sources it included only 
those on active duty at a certain date. The 
names of the following ophthalmologists and 
probably others were omitted: 

Capt. George W. Woodnick, Chicago. 

Adjt. Sidney Walker, Jr., Chicago. 

Lieut. C. P. Small, Chicago. 


Capt. Herbert Walker, Chicago. 

Capt. C. A. Bahn, New Orleans. 

Major Burton Chance, Philadelphia. 

Capt. Louis Levy, Memphis, Tenn. — 

Capt. John R. Newcomb, Indianapolis, Ind. 
Capt. Maurice Krebs, Huntington, Ind. 
Capt. Edward Willis, Indianapolis, Ind. 
Capt. M. M. Clapper, LaFayette, Ind. 


PERSONALS. 


Dr. John A. Donovan, of Butte, Montana, 
who has been ill with pneumonia, is now con- 
valescent. 

Dr. Austin A. Hayden, of Chicago, has been 
for some time confined to St. Joseph’s Hospi- 
tal, suffering from inflammatory rheumatism. 


Dr. Nelson M. Black, and Dr. Vernon Chap- 
man, announce their permanent association 
under the firm name of Drs. Black and Chap- 
man, Suite 1213 Wells Building, Milwaukee, 
Wisconsin. 

Dr. Joseph B. Cowherd has resigned as phy- 
sician in charge of the eye, ear, nose and 
throat work of the Kansas City school hygiene 
staff, and has been succeeded by Dr. Thos. T. 
Sawyer. 

Dr. Willis O. Nance, of Chicago, has been 
re-elected for his fifth term as a member of 
the city council. He is the only physician in 
the council, and has done most efficient work 
as chairman of the committee on public health. 


Dr. C. R. Dufour, of Washington, D. C., has 
resigned as Clinical Professor of Ophthal- 
mology and Otology at the Georgetown Uni- 
versity Medical School and Hospital, and has 
been made Emeritus Professor of those spe- 
cialties. 

COMING MEETINGS. 


American Ophthalmological Society, Eastern 
Point, New London, Conn., July 9-10. 

Oxford Ophthalmological Congress, Oxford, 
England, July 10-12. 

American Academy of Ophthalmology, and 
Oto-Laryngology, with the Fourth Colorado 
Ophthalmological Congress, Denver, Colorado, 
August 5, 6, 7. 

Pacific Coast Oto-Ophthalmological Society, 
Salt Lake City, August 12-13. 


SOCIETIES. 


Dr. Richmond McKinney was elected Presi- 
dent of the Tennessee Medical Association 
. at its recent meeting at Memphis. Dr. Mc- 
Kinney was Chairman of the eye, ear, nose and 
throat section at this meeting. 

There were about forty specialists present 
at the recent State meeting in Memphis. Very 
interesting clinics were given at the Memphis 
General Hospital. Dr. Fagin had charge of 
the eye clinic, which consisted of fifteen op- 
erative cases and many interesting external 
and fundus cases. Dr. McKinney had charge 
of the ear, nose and throat clinics. 


At the annual meeting of the State Medical 
Society held in Springfield, Ill., on May 21-23, 
the Ophthalmological Section was unusually 
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well represented. The following Chicago oph- 
thalmologists presented papers: W. O. Nance, 
J. C. Beck, R Tivnen, F. Allport, G. W. 
Boot, C. P. Small, T. Faith, H. R. Boettcher, 
J. R. Hoffman, H. L. Pollock, E. F. Garraghan, 
H. H. Roth, M. Goldenburg, and E. R. Cross- 
ley. Dr. Wesley H. Peck was elected Presi-- 
dent of the Section for the ensuing year. 


MILITARY NOTES. 


Capt. Wm. A. Sedwick, of Denver, sta- 
tioned at Camp Grant, has been spending a ten- 
day furlough at home. 


Dr. I. A. Lederman is a member of the 
Medical Advisory Board, District Number 11, 
in charge of the eye and ear department, in 
Louisville. 


Capt. John R. Newcomb, M. R. C. of In- 
dianapolis, Ind., has left for Washington, and 
has been assigned for temporary duty with 
the attending surgeon’s office in Washington. 


Dr. Edgar M. Marbourg of Colorado 
Springs, Colo., recently received a commission 
as captain in the M. R. C., and has been or- 
dered to report for duty at Camp Pike, Ark. 


Dr. M. L. Foster, of New Rochelle, N. Y., 
and of the editorial staff of the New York 
Medical Journal, has been called to Ft. Mc- 
Henry, Md., and assigned to active duty in the 
Army General Hospital. 


Major H. B. Hitz, M. R. C., Oto-Laryngol- 
ogist to the Milwaukee Base Hospital Unit, 
left May 19th. This unit is a well equipped 
one-thousand bed hospital and has been mo- 
bilized and under intensive training for sev- 
eral months at Milwaukee. 


Dr. Charles D. Blassingame, of Memphis, 
Tenn., who has been with the firm of Drs. Hill, 
Simpson and Fagin, now has charge of eye 
work at the Government Hospital at Fort 
Screvens. He has recently been made captain. 


Drs. George E. de Schweinitz, of Philadel- 
phia; Casey A. Wood, of Chicago, and Nelson 
M. Balck, of Milwaukee, working in the office 
of the Surgeon-General, have been promoted 
» the rank of Lieut.-Colonel in the National 
Army. 


Lieut. John J. Shea and Lieut. J. B. Stan- 
ford, of Memphis, Tenn., who were connected 
with the Aviation School at Memphis, are now 
at Ft. Oglethorpe. They have been assigned 
to Major Frank D. Smythe’s Hospital Unit, 
and expect to sail for France soon. 


Lieut. Wm. Brown Doherty, M. R. C., for- 
merly an interne in the N. Y. Eye and Ear 
Infirmary, and more recently associated with 
Dr. J. M. Ray in Louisville, Ky., went to 
France in January attached to Hospital Train 
No. 20, and is now connected with a base hos- 
pital in Paris. 


Of the following Boston ophthalmologists, 
Major Allen Greenwood is on government 
duty in France; Major Alexander Quacken- 
boss is on duty at the base hospital at Camp 
Wheeler, Macon, Georgia; Capt. A. Gardiner 
Morse is on duty at the Base Hospital at Camp 
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Grant, Rockford, Illinois; and Capt. John G. 
Jennings is on duty at Ellington Field, Hous- 
ton, Texas. 

Dr. Walter R. Parker, of Detroit, who for 
the past year has been on duty in the Sur- 
geon-General’s office in Washington, has been 
promoted to the rank of Colonel. Dr. Parker 
entered the army service a year ago in the 
Medical Reserve Corps and was later made a 
lieutenant-colonel in the National Army. 

Of the Detroit oculists, Capt. George Froth- 
ingham, who has been in charge of the Avia- 
tion examinations in Detroit for the past year, 
has been transferred to Mineola, L. I. Capt. 
Robert Beattie has been called into active 
service, and is now stationed at Ft. Sherman, 
Chillicothe, Ohio. Capt. Byron H. Jenny has 
been stationed at Camp Bowie, Ft. Worth, 
Texas. First Lieut. Frank C. Ryerson is now 
stationed at Selfridge Field, Mt. Clemens, 
Mich. First Lieut. Raymond S. Goux has 
been assigned to Hazelhurst Field, L. I. 

Major Charles Franklin Adams, M. R. C., 
is chief of the Eye, Ear and Nose Section in 
the Base Hospital at Camp Greene, Charlotte, 
N. C. 

MISCELLANEOUS. 

A special course of training in ophthalmic 
treatment and nursing will be given at the 
New York Ophthalmic Hospital to fit students 
for war service. 

The National Committee for the Prevention 
of Blindness is raising a special fund of $20,- 
000 to provide shelter and treatment for those 
blinded in the Halifax disaster. 


It is pertinent at this time te warn all those 
in military service against the wearing of 
spectacle frames and eye-glass frames made of 
any inflammable material. It might be disas- 
trous in the presence of fire, explosions, etc., 
to which active service may expose the wearer. 


The University of Guatemala was founded 
April 30th, 1918, and is named the “Estrada 
Cabrera” and is modeled after the best uni- 
versities of the United States. The Medical 
School will be one of its parts. Dr. Pacheco 
Luna will be at the head of the Department of 
Ophthalmology. 


The National Committee for the Prevention 
of Blindness has issued its report for the year 
1917. In the thirty-one state schools for the 
blind in the U. S., 8,961 pupils were blind from 
ophthalmia neonatorum. In addition there were 
375 in the public schools. A total, therefore, 
of 9,336 pupils blind from this disease. The 
Committee estimates that there are 15,000 peo- 
ple in the U. S. today who are blind from in- 
dustrial accidents. 


At a meeting of twenty-four optical manu- 
facturers, held in New York City, May 15th, it 
was resolved to organize a War Service Com- 
mittee to represent the entire optical industry. 
This committee will assemble accurate infor- 
mation with respect to the facilities of the in- 
dustry, act with the War Industries Board to 
establish principles governing the distribution 
of materials in transportation, and advise the 
departments of the Government with regard 
to questions affecting the industry. 
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Under this head continuing the “Index of Opththalmology” heretofore published in 
Ophthalmic Literature will be found the subjects of all published papers received during 
the last month, that bear to an important extent upon ophthalmology. The subject is in- 
dicated rather than the exact title given by the author. Where the original title has been 
in a foreign language it is translated into English. The journal in which the paper is pub- 
lished will indicate the language of the original. 

The names of the different journals are indicated by abbreviations which generally 
correspond to those used by the Index Medicus, the Journal of the American Medical As- 
sociation, and the British Journal of Ophthalmology. We will from time to time publish 
the list of ophthalmic journals, with the abbreviations used for each. Often a single let- 
ter discriminates between journals published in different languages. Thus “Arch. of 
Ophth.” refers to the Archives of Ophthalmology, published in English; “Arch. d’Opht.,” 
indicates the French Archives d’Ophtalmologie; “Arch. de Oftal.” refers to the Archivos 
de Oftalmologia Hispano-Americanos, while “Arch. di Ottal.” indicates the Italian Archi- 
vio di Ottalmologia. 

In this index of the literature the different subjects are grouped under appropriate 
heads; so that all papers bearing on the same, or closely related subjects, will be found in 
one group. The succession of the groups is the same from month to month, and identical 
with that of the Digest of the Literature. Where a paper clearly refers to two subjects 
that belong in different groups, it will be noticed in both groups. 

Each reference begins with the name of the author in heavyface type. This is fol- 
lowed by the subject of his paper. Then in brackets a number with (ill.) indicates the 
number of illustrations, or a number with (pl.) the number of plates illustrating the arti- 
cle, (col. pl.) indicates colored plates. (Abst.) shows that it is an abstract of the original 
article. (Bibl.) tells that the paper is accompanied by an important bibliography. (Dis.) 
means that the paper was read before some society and gave rise to a discussion which is 
published with it. 

The “repeated titles” may render accessible the essential part of a paper, the original 
of which could not be consulted. These give (in brackets) after the author’s name the 
volume and page of this department of “Ophthalmic Literature” where the title of the pa- 
per will be found; and then the journal, volume, and page where the translation or ab- 
stract is published. 

It is desired to notice every paper as soon as possible after it is published. Readers 
will confer a favor by sending titles they notice have been omitted, with journal and page 
of publication; and of their own papers, sending either a copy of the journal in which each 
appeared, or a reprint. These should be sent as soon as possible to 318 Majestic Building, 
Denver, Colorado. 
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